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NOTICE

This California Patient Discharge Data Reporting Manual,

Third Edition, issued May 2000, supersedes and replaces al
previous versions.

This Manual consists of discussion and comments related to the
regulations. In the case of any perceived conflict between the
non-regulatory material in this Manual and any regulation, the
regulation shall prevail.
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INTRODUCTION

1. History of the Patient Discharge Data Program

Hospitd uniform accounting and reporting began with the passage of the Cdifornia Hospitd
Disclosure Act by the Cdifornia Legidature, Senate Bill 283. It was sgned into law by then Governor
Ronad Reagan on October 26, 1971. The act crested the Cdifornia Hospitd Commission
(Commission) and gave it the mandated broad authority to set sandards for hospita uniform accounting
and reporting to enable the public, third-party payers, and other interested parties to study and andyze
the financid aspects of hogpitdls in Cdifornia  Through regulations adopted by the Commisson on
March 17, 1973, pursuant to the Hospital Disclosure Act, hospital data collection began for dl fisca
years sarting on or after July 1, 1974.

In 1974, legidation was enacted that expanded the Commission’s jurisdiction and mandated the
development of a uniform accounting and reporting system for long-term care facilities. The Commisson
was renamed the Cdifornia Hedth Facilities Commission to reflect its broadened responshilities.
Pursuant to this legidation and implementing regulations, long-term care data collection began for fisca
years garting on or after January 1, 1977.

In 1980, the Commission’s legidative mandate was again expanded. Senate Bill 1370 (Chapter
594, Statutes of 1980) added the following responshbilities: (1) collection of quarterly financid and
utilization data to assess the success of the hospitad indusiry’s voluntary effort to contain costs, (2)
integration of the Commisson’'s long-term care disclosure report with the Medi-Cal cost report to
reduce the reporting burden on hedth facilities, and (3) collection of twelve discharge data eements on
hospita patients to provide greater understanding of the characteristics of care rendered by hospitals.

In June of 1982, the Commisson's responshilities for the collection of discharge data were
expanded through passage of Assembly Bill 3480 (Chapter 329, Statutes of 1982). The number of
discharge data elements to be collected by the hospitals, beginning January 1, 1983, were increased to
fifteen, with the addition of total charges, other diagnoses, other procedures and dates, and date of
principal procedure. Also beginning January 1, 1983, hospitals were given the option to report
Abstract Record Number. Chapter 329 dso scheduled dl provisons of the Hedlth Fecilities Disclosure
Act to sunset on January 1, 1986, unless extended by subsequent legidation.

During the 1983-84 |egidative sesson, Senate Bill 181 was passed by the California Legidature and
sgned into law (Chapter 1326, Statutes of 1984) by then Governor George Deukmgian. This law,
known as the Hedth Data and Advisory Council Consolidetion Act, recognized that the Cdifornia
Hedth Facilities Commisson would sunset on January 1, 1986, and transferred its functions to the
Office of Statewide Hedth Planning and Development (OSHPD) on that date.  Additiondly, this hill
eliminated the Sae Advisory Hedth Council
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effective January 1, 1986, and formed a new advisory body caled the Cdifornia Hedth Policy and
Data Advisory Commission (CHPDAC).

The misson of OSHPD isto plan for and support a hedthcare system which meets the current and
future hedthcare needs of the people of Cdifornia. To achieve this misson, OSHPD:

| dentifies the hedlthcare needs of Californians and plans how those needs can be met.

Works with other entities to ensure that identified needs for hedthcare professonds and facilities
can be met.

Tests and evauates dternative concepts for healthcare professionals and settings.

Ensures that hedlth facilities are safe for patients and available to provide care to the community in
the event of amgor disaster.

Provides information about facilities finances, services, and patients to hedthcare observers and
decison makers.

With respect to this later activity, OSHPD maintains severd hedth facility information programs
relating to hospitas, long-term care facilities, licensed dinics, and home hedth agencies.

OSHPD makes this information available to the public in order to promote informed decison-
making in today’ s healthcare marketplace, to assess the effectiveness of Cdifornid s hedthcare systems,
and to support statewide hedlth policy development and evauation.

The Patient Discharge Data Section (PDDS) of OSHPD is responsible for collecting data on al
inpatients discharged from dl licensed hospitds in Cdifornia, correcting errors it finds in the data, and
meaking the data available to the public through standard publications and eectronic datafiles.

Assembly Bill 2011 (Chapter 1021, Statutes of 1985) brought additiona refinement to the reporting
and collection of hospital discharge data. It required hospitals to submit discharge data semiannualy,
not later than six months after the end of each semiannua period commencing Six months after January
1, 1986.

In September of 1988, Senate Bill 2398 (Chapter 1140, Statutes of 1988), added two data
dements. Externd Cause of Injury and Patient Socid Security Number, bringing the number of
mandatory data elements to seventeen. Through regulation, these additions were made effective with
discharges on July 1, 1990, and theresfter.
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Assembly Bill 3639 (Chapter 1063, Statutes of 1994) added the data e ement Prehospital Care and
Resuscitation, if any, including “Do Not Resuscitate’ (DNR) orders a admission or after admission.
Other data elements added at that time were indicators for whether or not conditions were present at
admission for both the principa diagnosis and other diagnoses.

Regulations required reporting of whether or not the conditions were present at admisson for the
principal and other diagnoses effective with discharges on or after January 1, 1996, and require
reporting of Prehospitad Care and Resuscitation with discharges on or after
January 1, 1999.

The 1999 discharge data set includes the following elghteen data eements (in aphabetica order):

Admisson Date

Date of Birth

Discharge Date

Dispogtion of Petient

Expected Source of Payment

Externd Cause of Injury and Other E-Codes

Other Diagnoses and Whether the Conditions were Present at Admission
Other Procedures and Dates

Petient Sociad Security Number

Prehospital Care and Resuscitation (DNR — Do Not Resuscitate)
Principa Diagnosis and Whether the Condition was Present at Admission
Principal Procedure and Date

Race

Sex

Source of Admission

Tota Charges

Type of Admisson

ZIP Code

Additional Reporting Requirements

The hospita has the option to include the Abstract Record Number for use by OSHPD and the
reporting hospital to identify specific records for correction. If submitted, the abstract record number is
deleted prior to release of public data.

The Hospitd Identification Number (HIN) is a required part of the discharge data record. Using the
reported data eements, OSHPD computes and adds to the discharge data record the appropriate
Diagnosis Related Group (DRG) and Mgor Diagnostic Category (MDC), using the current version of the
Grouper approved by the Federal Healthcare Financing Adminigtration (HCFA).

Vi
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Type of Care is as0 a required part of the discharge record. Type of Care may be one of the
following: Acute Care, Chemicad Dependency Recovery Care, Psychiatric Care, Physicd Rehabilitation
Care, or Skilled Nursng/Intermediate Care.

Senate Bill 1973 (Chapter 73, Statutes of 1998), as it pertains to the Patient Discharge Data
Program, in part:

requires that OSHPD, based upon review and recommendations of CHPDAC and its appropriate
committees, alows and provides for additions or deletions to certain patient level data required to
be reported.

requires that after January 1, 2002, a hospitd file an Emergency Care Data Record for each patient
encounter in a hospitd emergency department, and a hospitd and freestanding ambulatory surgery
clinic file an Ambulatory Surgery Data Record for each patient encounter during which at least one
ambulatory surgery procedure is performed.

establishes the time and manner in which the records are required to be filed with OSHPD and
revises the time and manner in which hedth facilities are required to file Hospitd Discharge Abdtract
Data Records with OSHPD.

2. Overview of Reporting Requirements

Pursuant to Subdivison (g) of Section 128735, Cdifornia Hedth and Safety Code, hospitds are
required to report eighteen data elements for each inpatient discharged from the hospitd. Hospitals are
defined in Subsection (c) of Section 128700, California Health and Safety Code. Because this reporting
requirement is based on the hospitd’ s license, the reporting requirement covers every patient discharged
from a bed appearing on the hospitd’s license. Federd hospitas (operated by the Veterans
Adminigtration, the Department of Defense, or the Public Hedlth Service) are not required to report
because they are not subject to state licensure.

Discharge data may be submitted on OSHPD’s Manua Abstract Reporting Form (OSHPD 1370)
or on computer media. The required data must be filed semiannudly, no later than six months after the
close of the calendar semiannua reporting period.

Pursuant to Subsection (a) of Section 128700, Cdifornia Hedth and Safety Code, there is a civil
pendlty of one hundred dallars ($100) a day for each day the filing of the discharge dataiis delayed. For
purposes of initial submission of data or for correction of data, a hospita may request an extension of
the reporting due date. A maximum of 60 extension days per reporting period may be granted.

viii
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Hospitas have the option of either submitting discharge data directly to OSHPD or designating an
outsde agent (abstractor or data processing firm) to do so on their behdf. If a hospita designates an
agent to provide the data, it remains the respongbility of the hospital to make sure thet its discharge data
are filed by the due date and dl reporting requirements are met.

3. How OSHPD Processes and Edits Discharge Data

The Manua Abstract Reporting Forms (OSHPD 1370) and computer media are submitted directly
by hospitals or through designated agents. The PDDS activity desk andyst receives these data, verifies
the transmittal information and ether accepts or rejects the data. A delinquency notice is sent to the
hospitd if the data are not postmarked by the due date. A pendty notice is sent to the hospital once the
data are received but not postmarked by the due date. Computer media are sent to OSHPD’s
Information Systems Section (ISS) to be added to OSHPD’s database. The Manua Absiract
Reporting Forms (OSHPD 1370) are key entered prior to being added to OSHPD’s database. Edits
are then gpplied to the discharge data. Actual computer processing is done at the Cadifornia Hedlth and
Human Services Agency Data Center (formerly the State' s Hedlth and Welfare Data Center).

During the process of adding the data to the database, any record with discharge dates that are
ether invaid or fdl outside the specified reporting period dates are not added. Asafina step during the
add process, the HCFA Grouper version gppropriate to the proceeding October 1 is applied to each
discharge data record.

Upon completion of the add process, the following reports are generated: Add Process Report
(shows the number of records added to OSHPD' s database and the number of records with discharge
dates outside the current report period), Records with Invalid Discharge Dates, MDC/DRG Grouper
Statistics, Questionable DRG Records (DRGs 468, 469, 476, and 477), and E-code Report.

Edit programs are then gpplied to each record, editing for errors and for conastency among data
elements within each discharge data record. The edit programs apply field and relationd editing criteria,
which are described in the Editing Criteria Handbook. After the edits are gpplied, additiona reports are
generated: Data Didribution, Edit Summary and Deall, Liding of Blank and Invaid SSNs,
Readmissons Summary and Detall Report, and Coding Edit Summary and Detall.

The review anadys reviews the above named reports, and through trend analys's, compares the
hospitd’s discharge data to higtorica data and licensing information. If manua correction of the data
erors is not feasble, the andyst may require the hospita to replace the data.  After replacement data
are received, the entire process is repeated.

The andyst may mail or fax to the hospita its reports of individua discharge data records for review
and correction. If the request for corrections is by mall, the andys will establish the date the
corrections must be returned. The analyst will not change the data submitted by a hospital without the
hospitd’s concurrence, except in the case of gpplying default vaues as specified in Section 97242,
Cdifornia Code of Regulations. Corrections received from the hospitd are gpplied to OSHPD'’s
database and new Data Digtribution, Edit Summary, and Edit Detail Reports are generated. The andyst
reviews the updated reports.
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When corrections are completed, an Individud Hospitd Discharge Data Summary (IHDDS) is
produced, and the hospitd’s data are made available to the public in various forms. Hospitals may
request one complimentary copy of their IHDDS from PDDS.

4. Availability of Discharge Data

Discharge data are available for purchase through OSHPD’s Hedthcare Information Resource
Center a (916) 322-2814. The data are available in a variety of media and formats, including
computer tape (reel or cartridge) and CD-ROM.

In order to protect patient confidentidity, data elements that may enable identification of an
individua are masked before release to the public. Custom reports are available upon requests.

The OSHPD website at www.oshpd.state.ca.us has a variety of datafiles available for
download at no charge.




REPORTING REQUIREMENTS

NOTE:

The regulations are identified by bold and
italics.

The section number located at the top right
corner of the first page of each regulation
refers to the California Code of Regulations,
Title 22, Division 7, Chapter 10, Article 8.
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NOTICE OF CHANGE IN HOSPITAL OPERATIONS, CONTACT
PERSON, METHOD OF SUBMISSION OR DESIGNATED AGENT Section 97210

(&) Each hospital shall notify the Office’s Discharge Data Program in writing within 30
days after any change in the person designated as the patient discharge contact person or in
the telephone number of the contact person.

DISCUSSION

The person in the hospita who is designated to be the contact person for discharge data is
usudly the Medical Record Director/Hedlth Information Manager. Some respongibilities of the
discharge data contact person are to:

respond appropriately to law, regulations, and notices from OSHPD that the discharge data
are due. The hospital must meet that deedline, request an extension, or incur acivil pendty
of $100 for every day the discharge data are late.

respond appropriately to OSHPD’s questions about errors in the discharge data, by
coordinating replacement or correction of the data.

assg the hospita in meeting its reporting obligations by directing OSHPD’ s requests for
corrections to the appropriate department in the hospita and coordinating the hospita’s
response to OSHPD.

(b) Each hospital shall notify the Office’s Discharge Data Program in writing within 30
days after any change in method of submission or change in designated agent for the purpose
of submitting the hospital’s discharge data report. If there is a change in designated agent,
the hospital or its new designated agent must comply with Section 97215. A hospital may
submit its own discharge data report directly to the Office’s Discharge Data Program, or it
may designate an agent for this purpose.

DISCUSSION
Change in method of submission:

Manua Abstract Reporting Form (OSHPD 1370) to computer media
Tape to diskette or CD-ROM
Diskette to tape or CD-ROM
CD-ROM to tape or diskette

Change in designated agent refers to an entity that sends the data to OSHPD on behdf of the
hospitdl.

(c) Each hospital beginning or resuming operations, whether in a newly constructed
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facility or in an existing facility, shall notify the Office’s Discharge Data Program within 30
days after its first day of operation of its. designated agent for the purpose of submitting the
hospital’ s discharge data report (if it chooses not to submit its discharge data report directly),
method of submission, contact person, and telephone number of contact person. The hospital
shall be provided a unique identification number that it can report pursuant to Section
97239. Pursuant to Section 97215, the hospital, if it chooses to designate itself to submit its
discharge data report, and its method of submission is not Manual Abstract Reporting Form
(OSHPD 1370), shall submit a set of test data that isin compliance with the required format.

Pursuant to Section 97215, any agent the hospital designates to submit its discharge data
report on its behalf must have submitted a test set of data that is in compliance with the
required format, prior to the due date of the hospital’ sfirst reporting period.

DISCUSSION
See Subsection (a) of Section 97210 for discussion of the contact person.

After OSHPD receives natification, the hospitd will be notified of its unique HIN, as assigned
by OSHPD, to be used on each discharge data record.

If the hospital eects to report its own discharge data generated by its in-house computer
system, PDDS will provide the hospitd with the standard format and specifications. Test data
must be submitted by the hospital for gpprova by OSHPD before the next reporting period's
due date. Additiond test data information can be found on pages 17 and 18.

If the hospitd reports using the Manua Abstract Reporting Form (OSHPD 1370), one copy of
the form will be provided to the hospita by OSHPD in advance of the reporting period.

The Manud Abgract Reporting Form is available to download a no charge on the following
webgte www.oshpd.gate.caus Thisis a PDF file, which requires Adobe Acrobat Reader
to view.
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REPORTING PERIODS AND DUE DATES Section 97211

(&) The prescribed reporting period is calendar semiannual, which means that there are
two reporting periods each year, consisting of discharges occurring January 1 through June
30 and discharges occurring July 1 through December 31. The prescribed due dates are six
months after the end of each reporting period; thus, the due date for the January 1 through
June 30 reporting period is December 31 of the same year, and the due date for the July 1
through December 31 reporting period is June 30 of the following year.

DISCUSSION
REPORTING PERIOD DUE DATE
January 1 through June 30 December 31 of the same year
July 1 through December 31 June 30 of the following year

These regulations will be updated in accordance with Caifornia Hedth and Safety Code, subdivison (g)
of Section 128735 asfollows, in part:

“For patient discharges on or after January 1, 2000, through December 31, 2000, the reports
shall be filed semiannually by each hospital or its designee not later than three months after
the end of each semiannual period.”

For the full text, refer to Appendix D, page 21 of this manud.

REPORTING PERIOD DUE DATE

January 1 through June 30, 2000 September 30, 2000
July 1 through December 31, 2000 March 31, 2001

(b) Where there has been a change in the licensee of a hospital, the effective date of the
change in licensee shall constitute the start of the reporting period for the new licensee, and
this first reporting period shall end on June 30 or December 31, whichever occursfirst. The
final day of the reporting period for the previous licensee shall be the last day their licensure
was effective, and the due date for the discharge data report shall be six months after the final
day of thisreporting period.
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DISCUSSION

Example: If a hospitd’s licensee changes effective May 1, the first report for the new licensee
will cover the period from May 1 through June 30, and will be due on December 31. Thefind
report for the previous licensee will cover the period January 1 through April 30, and will be

due October 31.
PREVIOUSLICENSEE NEW LICENSEE
REPORTING PERIOD DUE DATE REPORTING PERIOD DUE DATE
January 1 through April 30 | October 31 May 1 through June 30 December 31

(c) Discharge data reports shall be filed, as defined by Section 97005, by the date the
discharge data report is due. Where a hospital has been granted an extension, pursuant to
Section 97241, the ending date of the extension shall constitute the new due date for that

discharge data report.
DISCUSSION

If the due date falls on a Saturday, Sunday, or State of California holiday, hospitads are alowed
to have the data postmarked on the next State of California business day, without penalty.

Subsection (j) of Section 97005 reads:

() Disclosure reports, extension requests, appeal petitions, and other items are deemed to
have been “filed” or “submitted” with the Office:

(1) asof the date they are postmarked by the United States Postd Service if properly
addressed and postage prepaid;

(2) as of the date they are dated by a commercid carrier if properly addressed and
ddivery fee prepaid;

(3) when received by the Office via FAX machine or other eectronic device;
(4) when received by the Office viahand delivery; or

(5) when otherwise received by the Office.
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DEFINITIONS, ASUSED IN THISARTICLE Section 97212

(a) California Hospital Discharge Data Set. The California Hospital Discharge Data Set
consists of the data elements of the hospital discharge abstract data record, as specified in
Subdivision (g) of Section 128735 of the Health and Safety Code.

(b) Computer Media. Computer media means computer tape (reel or cartridge), diskette,
or compact disk.

(c) Designated Agent. An entity designated by a hospital to submit that hospital’s
discharge data records to the Office’s Discharge Data Program; may include the hospital’s
abstractor, a data processing firm, or the data processing unit in the hospital’s corporate
office.

(d) Discharge. A discharge is defined as a newborn or a person who was formally
admitted to a hospital as an inpatient for observation, diagnosis, or treatment, with the
expectation of remaining overnight or longer, and who is discharged under one of the
following circumstances:

(1) isformally discharged from the care of the hospital and leaves the hospital,

(2) transfers within the hospital from one type of care to another type of care, as
defined by Subsection (i) of Section 97212, or

(3) hasdied.
DISCUSSION

Inpatient: For a discharge to take place, the patient must have been formdly admitted as an
inpatient.

Babies born before admission to hospitd (eg., dternative birth center [ABC], your or
another hospitd’ s emergency room [ER], eevator), and who are admitted immediately to
inpatient care, will be reported with the principa diagnoss of V30-V39 with afourth digit
of 1.

Mothers who ddliver their babies in outpatient clinics (e.g., ABC) or your or ancther
hospita’s emergency room, and who then are admitted to inpatient care, will have a
principa diagnoss reflecting the reason for admisson, such as postpartum observation
(V24) or postpartum complicetion (640-676) with fifth digit of 4.

See Subdivison (@) (4) of Section 1204 and Section 1204.3 of the Hedlth and Safety
Code for licensure of an ABC.
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Death: When an inpatient expires, the death congtitutes a discharge.
Organ Donor:

Outpatient: If a person expires in the emergency room and an organ is to be donated, no
discharge data record will to be reported to OSHPD. The procedures for harvesting the
organs from a outpatient donor will not be reported to OSHPD.

Inpatient: If an inpatient dies, the date of deeth is the date of discharge. Even if the organs
are donated, the deceased patient is not to be retained with inpatient status or readmitted
with aprincipa diagnosis of V59.x (organ donor). The procedures for harvesting the organs
will not be reported to OSHPD.

Type of Care (TOC): If the patient is trandferred within the hospita from one TOC to another
as defined in Subsection (i) of this regulation, the patient must be consdered discharged from
the firs TOC and admitted to the other TOC. Separate discharge data records will be
reported for each stay.

Trandfers Between Types of Care Within the Same Hospitd:
One Record: Any paient trandferred within acute care (eg., from one of the following
acute bed designations to another), is not a discharge and is reported to OSHPD as one
record.

The following are examples of acute care:

Traditiona medicad/surgicd care Perinatd care
Intensive care Pediatric Care
Coronary care Oncology

Neonatd intensve care unit (NICU) Acute respiratory care
Intensive care newborn nursery (ICNN) Burn centers

Example: Transfer to ICNN/NICU. A newborn experiences respiratory distressand is
trandferred from the newborn nursery to ICNN/NICU in the same hospita. Only one
discharge record will be reported. Norma newborn care and ICNN/NICU care are
part of the acute TOC.

Multiple Records.  Any patient transferred within the same hospital from one TOC to
another will be discharged from the first TOC and a discharge data record will be reported
for each TOC.

Example of three discharge data records for the same patient: A patient is admitted to
acute care and transferred to psychiatric care (one record), then transferred from
psychiatric care to chemical dependency recovery care (one record), and then
transferred from chemical dependency recovery care to acute care (one record).
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No Record:
Stillborn (Fetal Death): A discharge data record will not be reported to OSHPD.

Boarder Baby: Mother ddivers baby; both mother and baby are discharged home.
Mother develops complications and is readmitted. Thereis no other caretaker at home
to care for baby. The baby goes back to hospital with the mother but is not admitted.
The baby staysin the mother’s room.

(e) DRG. Diagnosis Related Groupsis a classification scheme with which to categorize
patients according to clinical coherence and expected resource intensity, as indicated by their
diagnoses, procedures, age, sex, and disposition, and was established and is revised annually
by the U.S. Healthcare Financing Administration.

(f) Do Not Resuscitate (DNR) Order. A DNR order is a directive from a physician in a
patient’s current inpatient medical record instructing that the patient is not to be resuscitated
in the event of a cardiac or pulmonary arrest. In the event of a cardiac or pulmonary arrest,
resuscitative measures include, but are not limited to, the following: cardiopulmonary
resuscitation (CPR), intubation, defibrillation, cardioactive drugs, or assisted ventilation.

(g 1CD-9-CM. The International Classification of Diseases, 9th Revision, Clinical
Modification, published by the U.S. Department of Health and Human Services. Coding
guidelines and annual revisions to ICD-9-CM are made nationally by the “cooperating
parties’ (the American Hospital Association, the Healthcare Financing Administration, the
National Center for Health Statistics, and the American Health Information Management
Association).

(h) Method of Submission. A method of submission is the medium used by a hospital or
its designated agent to submit a discharge data report to the Office and may be one of the
following:

(1) computer tape (reel or cartridge),
(2) diskette,
(3) compact disk, or

(4) Manual Abstract Reporting Form (OSHPD 1370).
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(i) Typeof Care. Type of Careisdefined as one of the following:

(1) Skilled Nursing/Intermediate Care. Skilled nursing/intermediate care means
inpatient care that is provided to inpatients occupying beds appearing on a hospital’s license
in the classifications of skilled nursing or intermediate care, as defined by Subdivisions (a)(2),
@(3), or (a)(4), of Section 1250.1 of the Health and Safety Code. Skilled
nursing/intermediate care also means inpatient care that is provided to inpatients occupying
general acute care beds that are being used to provide skilled nursing/intermediate care to
those inpatientsin an approved swing bed program.

(2) Physical rehabilitation care. Physical rehabilitation care means inpatient care
that is provided to inpatients occupying beds included on a hospital’s license within the
general acute care classification, as defined by Subdivision (a)(1) of Section 1250.1 of the
Health and Safety Code, and designated as rehabilitation center beds, as defined by
Subsection (a) of Section 70034 and of Section 70595.

(3) Psychiatric care. Psychiatric care means inpatient care that is provided to
inpatients occupying beds appearing on a hospital’s license in the classification of acute
psychiatric beds, as defined by Subdivision (a)(5) of Section 1250.1 of the Health and Safety
Code, and psychiatric health facility, as defined by Subdivision (a) of Section 1250.2 of the
Health and Safety Code.

(4) Chemical dependency recovery care. Chemical dependency recovery care means
inpatient care that is provided to inpatients occupying beds appearing on a hospital’s license
as chemical dependency recovery beds, as defined by Subdivision (a)(7) of Section 1250.1 and
Subdivisions (a), (c), or (d) of Section 1250.3 of the Health and Safety Code.

DISCUSSION

This category includes chemica dependency recovery services provided as a supplementd
sarvice in existing generd acute care beds and acute psychiatric beds in a generd acute care
hospital or in existing acute psychiatric beds in an acute psychiatric hospital or in existing bedsin
afreestanding facility (i.e., Subdivision (d) of Section 1250.3 of the Hedlth and Safety Code).
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(5) Acute care. Acute care, as defined by Subdivision (a)(1) of Section 1250.1 of the
Health and Safety Code, means all other types of inpatient care provided to inpatients
occupying all other types of licensed beds in a hospital, other than those defined by
Subsections (i)(1), (i)(2), (i)(3), and (i)(4) of this section.

DISCUSSION

The following are examples of acute care:

Traditiona medicd/surgicd care Perinatd care
Intensive care Pediatric care
Coronary care Oncology

Neonatal intensive care unit (NICU) Acute respiratory care
Intensive care newborn nursery (ICNN) Burn centers

() Licensee. Licensee means an entity that has been issued a license to operate a
hospital, as defined by Subdivision (c) of Section 128700 of the Health and Safety Code.

(k) Record. A record is defined as the set of data elements of the “hospital discharge
abstract data record,” as specified in Subdivision (g) of Section 128735 of the Health and
Safety Code, for one patient.

() Report. A report isdefined as the collection of all records submitted by a hospital for a
semiannual reporting period or for a shorter period, pursuant to Subsection (b) of Section
97211.

DISCUSSION

Types of Care are documented on the officid license issued to the hospita by Licensing and
Certification of the Cdifornia State Department of Hedlth Services. The hospitdl’ s license
shows the number of bedsin each classfication and the number of generd acute care bedsin
each designation.
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REQUIRED REPORTING Section 97213

(&) Each hospital shall submit the data elements of the hospital discharge abstract data
record, as specified in Subdivision (g) of Section 128735 of the Health and Safety Code, for
each inpatient discharged during the semiannual reporting period, according to the format
specified in Section 97215 and by the dates specified in Section 97211.

(b) For dischargeson or after January 1, 1997, a hospital shall separately identify records
of patients being discharged from the acute care type of care, as defined by Subsection (i)(5) of
Section 97212. The method of identification depends on the method the hospital has chosen
to submit these records. If submitted on Manual Abstract Reporting Forms (OSHPD 1370),
the hospital shall identify these records by recordinga“1” in the space provided. If submitted
on computer media, the hospital shall identify these records by recording a “1” in the first
position on each of these records.

(c) For dischargeson or after January 1, 1997, a hospital shall separately identify records
of patients being discharged from the skilled nursing/intermediate care type of care, as
defined by Subsection (i)(1) of Section 97212. The method of identification depends on the
method the hospital has chosen to submit these records. If submitted on Manual Abstract
Reporting Forms (OSHPD 1370), the hospital shall identify these records by recording a “ 3"
in the space provided. If submitted on computer media, the hospital shall identify these
records by recording a*“3” in thefirst position on each of these records.

(d) For dischargeson or after January 1, 1997, a hospital shall separately identify records
of patients being discharged from the psychiatric care type of care, as defined by Subsection
(1)(3) of Section 97212. The method of identification depends on the method the hospital has
chosen to submit these records. If submitted on Manual Abstract Reporting Forms (OSHPD
1370), the hospital shall identify these records by recording a “4” in the space provided. |f
submitted on computer media, the hospital shall identify these records by recording a “4” in
thefirst position on each of these records.

(e) For dischargeson or after January 1, 1997, a hospital shall separately identify records
of patients being discharged from the chemical dependency recovery care type of care, as
defined by Subsection (i)(4) of Section 97212. The method of identification depends on the
method the hospital has chosen to submit these records. If submitted on Manual Abstract
Reporting Forms (OSHPD 1370), the hospital shall identify these records by recording a “5”
in the space provided. If submitted on computer media, the hospital shall identify these
records by recording a“5” in thefirst position on each of these records.

(f) For dischargeson or after January 1, 1997, a hospital shall separately identify records
of patients being discharged from the physical rehabilitation type of care, as defined by

10
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Subsection (i)(2) of Section 97212. The method of identification depends on the method the
hospital has chosen to submit these records. If submitted on Manual Abstract Reporting
Forms (OSHPD 1370), the hospital shall identify these records by recording a “6” in the
gpace provided. |f submitted on computer media, the hospital shall identify these records by
recordinga“6” in thefirst position on each of these records.

DISCUSSION

Format for reporting this data eement on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

1. TYPE OF CARE

1 Acute 5 Chem Dep
3 SN/IC 6 Physical Rehab
4 Psychiatric

(g) Each discharge data report shall be submitted at one time, use one method of
submission, and shall include all types of care.

(h) A hospital operating under a consolidated license may submit its discharge data
report in separate sets of records that relate to separate physical plants.

DISCUSSION

A consolidated hospitd may elect to submit separate discharge data reports for multiple stes
using the existing separate Hospitd Identification Numbers (HINS).

() If ahospital operating under a consolidated license submits its report in separate sets
of records, the compilation of those sets must include all discharge records from all types of
care and from all physical plants on that hospital’s license. The complete compilation of sets
of records for a hospital comprises that hospital’s discharge data report for purposes of this
Article.

11
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FORM OF AUTHENTICATION Section 97214

(&) Hospitals submitting their hospital discharge abstract data records using the Manual
Abstract Reporting Forms (OSHPD 1370) must submit with each discharge data report a
completed Individual Hospital Transmittal Form (OSHPD 1370.1), including the following
information: the hospital name, the hospital identification number, as specified in Section
97239, the reporting period’'s beginning and ending dates, the number of records, and the
following statement of certification, to be signed by the hospital administrator or his’her
designee:

I, (hame of individual), certify under penalty of perjury asfollows:

That | am an official of (name of hospital) and am duly authorized to sign this
certification; and that, to the extent of my knowledge and information, the accompanying
discharge abstract data records are true and correct, and that the definitions of the data
elements required by Subdivision (g) of Section 128735 of the Health and Safety Code, as set
forth in the California Code of Regulations, have been followed by this hospital.

Dated:

(Name of hospital)

By:

Title:

Address:

A hospital that uses the Individual Hospital Transmittal Form (OSHPD 1370.1) is not
required to submit a separate Discharge Data Certification Form (OSHPD 1370.3).

(b) Hospitals submitting their hospital discharge abstract data records using computer
media must submit with each discharge data report a completed Individual Hospital
Transmittal Form (OSHPD 1370.1), including the following information: the hospital name,
the hospital identification number, as specified in Section 97239, the reporting period’'s
beginning and ending dates, the number of records, the tape specifications, and the signed
statement of certification, as specified in Subsection (a) of Section 97214.

12
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(c) Hospitals that designate an agent to submit their hospital discharge abstract data
records must submit for each discharge data report a Discharge Data Certification Form
(OSHPD 1370.3) to the Office's Discharge Data Program. Thisform shall be mailed after the
end of each reporting period, and before that corresponding reporting period’s due date. The
certification must cover the same reporting period as the data submitted by the designated
agent. This form, that contains the following statement of certification, shall be signed by
the hospital administrator or his’/her designee:

I, (hame of individual), certify under penalty of perjury as follows:

That 1 am an official of (name of hospital) and am duly authorized to sign this
certification; and that, to the extent of my knowledge and information, the discharge abstract
data records submitted to (name of my hospital’s designated agent) for the period from
(starting date) to (ending date) are true and correct, and that the definitions of the data
elements required by Subdivision (g) of Section 128735 of the Health and Safety Code, as set
forth in the California Code of Regulations, have been followed by this hospital.

Dated:

(Name of hospital)

By:

Title:

Address:

(d) Agents who have been designated by a hospital through the Discharge Data
Certification Form (OSHPD 1370.3) to submit that hospital’s discharge abstract data records
must submit with each discharge data report a completed Agent’s Transmittal Form (OSHPD
1370.2), including the following information clearly indicated: the hospital name, the
hospital identification number, the reporting period’s beginning and ending dates, the
number of records, and the tape specifications. |f the computer tape contains more than 13
reports, page two of the Agent’s Transmittal Form (OSHPD 1370.2) shall be completed and
attached to page one.

Designated agents are not required to submit any certification forms.
(e) Any hospital or designated agent may obtain free copies of the Individual Hospital
Transmittal Form (OSHPD 1370.1), the Agent’s Transmittal Form (OSHPD 1370.2), and the

Discharge Data Certification Form (OSHPD 1370.3) by contacting the Office’'s Discharge
Data Program.

13
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FORMAT Section 97215

Patient discharge data shall be reported to the Office’ s Discharge Data Program on either
the Manual Abstract Reporting Form (OSHPD 1370) or on computer media. The version of
the Manual Abstract Reporting Form (OSHPD 1370) to be used depends on the date of
discharge: discharges January 1, 1997, through December 31, 1998, shall use Form 1370 as
revised June 1996, and discharges on or after January 1, 1999, shall use Form 1370 asrevised
in March 1998. The Office shall furnish each hospital using Form 1370 a copy of the
appropriate version in advance of the start of each reporting period. Additional copies of
Form 1370 shall be made by the hospital to submit its discharge data and each additional
copy shall be made on one sheet, front (Page 1 of 2) and back (Page 2 of 2).

The format and specifications for the computer media depend on the date of discharge:
discharges January 1, 1997, through December 31, 1998, shall comply with the Office’'s
standard format and specifications as revised September 1, 1995, and discharges on or after
January 1, 1999, shall comply with the Office’s standard format and specifications as revised
in March 1998. The Office shall furnish each hospital and designated agent a copy of the
standard format and specifications before the start of the reporting period to which revisions
apply. Additional copies may be obtained at no charge from the Office’s Discharge Data
Program.

Each hospital whose discharge data is submitted on computer mediaor, if the hospital has
designated an agent, that agent, shall demonstrate its ability to comply with the standard
format and specifications by submission of a test file of its data with which the Office can
confirm compliance with the standard format and specifications.

The test file shall be submitted at least 60 days prior to the next reporting period due date
by new hospitals or by existing hospitals after a change in any of the following: the Office’s
standard format and specifications; the hospital’s or its designated agent’s computer system,
hardware or software; the computer media used by the hospital or its designated agent, the
method of submission; or the designated agent, unless the new designated agent has already
submitted a test file that complied with the standard format and specifications.

DISCUSSION

Standard Format and Specifications for Magnetic Tape, 32 and 574" Diskette, or CD-ROM:
See Appendix C.

Manua Abstract Reporting Form (OSHPD 1370): See Appendix F.

The Manua Abgtract Reporting Form (OSHPD 1370) is available for download from the
OSHPD web site: www.oshpd.state.ca.us

Confirmation of Test Datac Hospitals or their designated agents are required to submit test data

14
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a least 60 days prior to the due date to dlow sufficient time to confirm compliance with
OSHPD’ s stlandard format and specifications.

A test of compliance with the standard format and specifications is required for the following
circumstances.

The standard format and specifications change.

A new hospita opens and dects to submit its discharge data report using its own in-house
computer system.

A hospita changes its method of reporting (e.g., diskette to tape) and does not designate an
agent to submit the report.

A hospital/designated agent changes its computer sysem.  While the same computer
tape/diskette might continue to be used, the ability of the new system to produce discharge
datain the standard format and specifications must be confirmed by OSHPD.

Test data may, or may not, be approved upon initid submisson. Multiple submissons may be
required to meet the standard format and specifications. Early submission of test data may be
advantageous. Failure to have an gpproved format before the next reporting period's due date
may result in the use of extenson days and/or pendties being accrued due to late data
submission.

15
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ERROR TOLERANCE LEVELS Section 97242

(@) The error tolerance levels for discharge data items reported to the Office shall be as
shown in Table 1. An error percentage that exceeds a specified error tolerance level shall be
corrected by the hospital to the specified tolerance level.

(b) For error percentagesfor the data elements Admission Date and Discharge Date that
do not exceed the error tolerance levels specified in Table 1, the Office shall delete each
record with an error in one of these data elements from the hospital’s report if the hospital
failsto correct the data after a 30 calendar day notification by the Office of the errors.

(c) Effectivewith discharges occurring on or after July 1, 1990, for error percentages for
data elements other than Admission Date and Discharge Date that do not exceed the error
tolerance levels specified in Table 1, the Office shall assign default values of blank, which
may be represented by a zero, except that for the data element Whether the Condition was
Present at Admission for the Principal Diagnosis the Office shall assign the default value of
Yes, if the hospital fails to correct the data after a 30 calendar day notification by the Office
of theerrors.

16
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Table 1. Discharge Data Error Tolerance Levels

Data Element Error Tolerance Level
Date of Birth 1%
Sex 1%
Race 5%
ZIP Code 5%
Patient Social Security Number 1%
Admission Date 1%
Source of Admission 5%
Type of Admission 5%
Discharge Date 1%
Principal Diagnosis 1%
Condition Present at Admission for Principal Diagnosis 1%
Other Diagnoses 1%
Condition Present at Admission for Other Diagnoses 1%
External Cause of Injury 1%
Principal Procedure 1%
Principal Procedure Date 1%
Other Procedures 1%
Other Procedures Dates 1%
Total Charges 1%
Disposition of Patient 1%
Expected Source of Payment 1%
Prehospital Care and Resuscitation 1%

(d) (1) Theerror percentage for the data element Sex shall include unknown sex.
(2) Theerror percentage for the data element Race shall includ4e unknown race.

(3) The error percentage for the data element ZIP Code shall include partial and
unknown type of admission.

(4) The error percentage for the data element Type of Admission shall include unknown
type of admission.

(5) Theerror percentages for the data elements Principal Diagnosis and Other Diagnoses
shall, for any one record, count all errors made in coding diagnoses as one error.
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(6) The error percentages for the data elements Condition Present at Admission for
Principal Diagnosis and Condition Present at Admission for Other Diagnoses shall, for any
onerecord, count all errors made asoneerror.

(7) The error percentages for the data elements Principal Procedure and Other
Procedures shall, for any one record, count all errors made in coding procedures as oneerror.

(8) The error percentages for the data elements Principal Procedure Date and Other
Procedures Dates shall, for any one record, count all errors made asone error.

(9) The error percentage for the data element External Cause of Injury shall, for any
one record, count all errors made in coding diagnoses as one error.
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ACCEPTANCE CRITERIA Section 97243

(a) The discharge data report shall not be accepted but shall be rejected and returned to
the hospital by the Office if the following requirements are not met:

(1) Submission of a completed transmittal form with the discharge data report,
pursuant to Section 97214.

(2) Compliance with the Office's standard format and specifications, demonstrated by
the hospital or its designated agent having previously submitted a set of data that the Office
approved as being in conformance to the applicable standard format and specifications,
pursuant to Section 97215.

(3) Submission of the appropriate version of the Manual Abstract Reporting Form
(OSHPD 1370), as specified in Section 97215, when reporting other than on computer media.

(4) Submission by the hospital or by its designated agent in accordance with the most
recent designation furnished by the hospital to the Office, pursuant to Section 97210.

(b) After a discharge data report is accepted, the hospital may be required to correct and/or
replace the data if any of the following circumstances pertain:

(1) The Officeisunableto read the computer media submitted.

(2) When the computer medium datafileisread, it contains no data, contains data not
covering the full reporting period, or contains a different number of records in the file than
the number of records stated on the transmittal form.

(3) The data are not reported in compliance with Section 97215.

(4) The hospital identification number on each of the records being reported for the
hospital does not agree with that hospital’ s identification number specified on the transmittal
form, pursuant to Section 97214.

(5) Corrections are required as a result of not meeting the requirements of Section
97213; not meeting the data element definitions, as specified in Sections 97216 through
97233; and/or not meeting the error tolerance levels, as specified in Table 1 of Section 97242.

(6) All inpatient discharges, as defined by Subsection (d) of Section 97212, were not
reported.
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(¢) If a hospital is required to replace or correct their discharge data, the Office shall
allow a specified number of days for correction or replacement and shall establish a due date
for re-submittal of the corrections or replacement. In determining the number of days to be
allowed, the Office shall take account of the number and degree of errors and the number of
extension days already granted, but in no case shall an aggregate total of more than 60 days
for all extensions, corrections, replacements, and re-submittals be allowed.

DISCUSSION

A discharge data report is not acceptable in the following circumstances:
OSHPD assesses that the report should be rejected because of visible problems.

OSHPD has accepted the report and upon andysis determines that replacement or
corrections are required. This type of determination cannot be made until OSHPD has
once accepted and processed the data.

Report is received from an entity other than the hospitd’ s designated agent.
If any of the above conditions are present, the discharge data report may not be accepted and
the hospitd will be notified that its discharge data report is delinquent. The hospitd will accrue

$100 per day in pendties until the conditions for acceptance are met or an extenson request is
received and approved.
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DISCHARGE DATA ELEMENTS
The 1999 discharge data set includes the following eighteen data elements (in dphabetica order):

Admisson Dae

Date of Birth

Discharge Date

Dispogtion of Petient

Expected Source of Payment

External Cause of Injury and Other E-Codes

Other Diagnoses and Whether the Conditions were Present at Admission
Other Procedures and Dates

Patient Socid Security Number

Prehospital Care and Resuscitation (DNR — Do Not Resuscitate)
Principd Diagnoss and Whether the Condition was Present at Admission
Principal Procedure and Date

Race

Sex

Source of Admission

Totd Charges

Type of Admisson

ZIP Code

Additional Reporting Requirements

The hospital has the option to include the Absiract Record Number for use by OSHPD and the
reporting hospita to identify specific records for correction. If submitted, the abstract record number is
deleted prior to release of public data.

The Hospitd Identification Number (HIN) is a required part of the discharge data record. Using the
reported data edements, OSHPD computes and adds to the discharge data record the appropriate
Diagnosis Related Group (DRG) and Mg or Diagnogtic Category (MDC), using the current version of the
Grouper approved by the Federd Hedthcare Financing Administration (HCFA).

Type of Careisaso arequired part of the discharge record. Type of Care may be one of the

following: Acute Care, Chemica Dependency Recovery Care, Psychiatric Care, Physicad Rehabilitation
Care, or Skilled Nursing/Intermediate Care.
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ABSTRACT RECORD NUMBER (Optional)

DISCUSSION

Format for reporting this data element on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

17. ABSTRACT RECORD NUMBER (Optional)

In order to identify a particular patient’s record from al others in the hospitd, a unique code
consisting of not more than 12 aphanumeric characters may be reported. The abstract record
number is optiond.

When the abstract record number is reported, it:

May be used by OSHPD and reporting hospita to identify specific records for correction
and outcome studies.

Will be deleted prior to release of public data.
May be the medical record number.

May include hyphens or dashes. Other specia characters (eg., period, comma,
apostrophe) must not be included.

Should be reported from the left-most position of thefield. Do not fill blank spaces with
Zeroes.
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ADMISSION DATE Section 97221

The patient’s date of admission shall be reported in numeric form as follows: the 2-digit
month, the 2-digit day, and the 4-digit year. The numeric form for days and months from 1 to
9 must have a zero as the first digit. For discharges representing a transfer of a patient from
one type of care within the hospital to another type of care within the hospital, as defined by
Subsection (i) of Section 97212 and reported pursuant to Section 97212, the admission date
reported shall be the date the patient was transferred to the type of care being reported on this
record.

DISCUSSION

Format for reporting this data element on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

6. ADMISSION DATE

Month Day Year (4-Digit)

Criticd Data Element: If the reported admission date is blank or invdid (such as June 31) and is
not corrected by the hospitd &fter it is identified by OSHPD as an error, the entire discharge
data record will be deleted.

Four Digit Year: Hospitdl medica record systems are expected to be Year 2000 (Y2K)
compliant for discharges on or after January 1, 1999. A compliant system should ensure the
proper recording of the 4-digit year in the medica record system and diminate any ambiguity of
the correct century. If a hospital’s medica record system is not Y2K compliant, processes
should bein place to ensure the continued correct reporting of the

4-digit year when the admission date century is 20xx.
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Reporting Requirements:

The actud date of admission to inpatient care and the actud date of discharge must be
reported, even if the length of Stay isover 365 days.

If the patient is admitted to inpatient care on May 3, 1999, the reported vaue is 05031999.

Discharge/Transfer: Make certain that the date recorded represents the initid date of admission
to the hospital for that episode of inpatient care. A separate episode of inpatient care (a
discharge) is to be reported when a patient is transferred between hospitals or within a hospita
between Types of Care. The admission date for the initid episode is when the patient is first
admitted to the hospita for inpatient care, regardiess of TOC. If the patient is transferred from
one TOC to another (e.g., from acute care to skilled nursing/intermediate care), the admission
date for the second episode would be the date the patient was trandferred to skilled
nursng/intermediate care.

One Day Stays (Same Day): One day stays include patients admitted and discharged on the
same day. Such patients are formaly admitted (expected to remain overnight or longer) but are
discharged on the day of admisson. A discharge data record must be reported to OSHPD.

Observation Patients:. When an observation patient is admitted to inpatient care, the admisson
date to be reported is the date the patient is admitted to inpatient care. See Glossary of Terms
and Abbreviations (Appendix A) for definition of observation.

Ambulatory Surgery Facility and Hospital Outpatient Services: Patients are sometimes admitted
within 48 hours of procedures performed in a licensed ambulatory surgery facility or as an
outpatient at a hospital. Under certain circumstances, the procedure may be reported on the
discharge data record. If so, the procedure date must be reported when it actualy occurred
and not be changed to the admission date. OSHPD accommodates procedure dates three days
prior to the admission date.

Emergency Room: Patients are often seen in the emergency room on one day and remain until
the next day and are then admitted to inpatient care. The admission date reported is the date
the patient actudly is admitted to inpatient care.

Skilled Nursng Bed Hold Days. Skilled nursing bed hold days are not reported to OSHPD.
A patient cannot be in two Types of Care a the sametime.

Length of Stay: Days cdculated by subtracting the date of admisson from the date of

discharge. This is important in studying hospitd utilization and conducting hospita outcomes
studies.
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DATE OF BIRTH Section 97216

The patient’s birth date shall be reported in numeric form as follows: the 2-digit month,
the 2-digit day, and the 4-digit year of birth. The numeric form for days and monthsfrom 1 to
9 must have a zero asthefirst digit. When the complete date of birth is unknown, as much of
the date as is known shall be reported. At a minimum, an approximate year of birth shall be
reported. If only the age is known, the estimated year of birth shall be reported. If the month
and year of birth are known, and the exact day is not, the year, the month, and zeros for the
day shall be reported.

DISCUSSION

Format for reporting this data element on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

2. DATE OF BIRTH

Month Day Year (4-Digit)

Criticd Data Element: If the reported date of birth is blank or invalid (such as June 31) and is
not corrected by the hospitd &fter it is identified by OSHPD as an error, the entire discharge
data record will be deleted.

Four Digit Year: Hospitd medica record systems are expected to be Year 2000 (Y 2K)
compliant for discharges on or after January 1, 1999.

Partid Dates of Birth:
Please provide as much data asis available.

If the patient’s month and day of birth are unknown, and the year is known, the month will
be 00, the day will be 00, and the given year.

Example: The patient was bornin 1948. Report the date of birth as 00001948.
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If the patient’s month, day, and year of birth are unknown, and the patient’s age is known,
the patient’s age a the time of admisson will be subtracted from the year of admission to
determine the year of birth.

Example The patient is known to be 65 years old and the year of admission is 1997
(1997 - 65 =1932). Thedate of birth will be 00001932.

If the patient’s day of birth is unknown, and the month and year are known, the day will be
00.

Example The patient was born in November 1952. The date of birth will be
11001952.
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DISCHARGE DATE Section 97224

The patient’s date of discharge shall be reported in numeric form as follows. the 2-digit
month, the 2-digit day, and the 4-digit year. The numeric form for days and months from 1 to
9 must have a zero asthefirst digit.

DISCUSSION

Format for reporting this data element on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

9. DISCHARGE DATE

Month Day Year (4-Digit)

Criticd Data Element: If the reported discharge date is blank, outside the report period, or
invaid (such as June 31) and is not corrected by the hospitd after it is identified by OSHPD as
an error, the entire discharge data record will be deleted.

Four Digit Year: Hospitd medica record systems are expected to be Year 2000 (Y2K)
compliant for discharges on or after January 1, 1999

Reporting Requirements:

The actud date of discharge from inpatient care (or transfer to another TOC) must be
reported, even if the length of stay is over 365 days.

If the patient is discharged on February 5, 2000, the reported vaue is 02052000.

Discharge/Transfer: A separate episode of inpatient care (a discharge) is to be reported when a
patient is transferred between hospitals or within a hospita between Types of Care. If the
patient is transferred from one TOC to another (eg., from acute care to Killed
nursing/intermediate care), the discharge date for the acute care discharge data record would be
the date the patient was trandferred to skilled nurang/intermediate care.

One Day Stays (Same Day): One day stays include patients admitted and discharged on the
same day. Such patients are formaly admitted (expected to remain overnight or longer) but are
discharged on the day of admisson. A discharge data record must be reported to OSHPD.
Skilled Nursng Bed Hold Days: Skilled nursing bed hold days are not reported to OSHPD.
A patient cannot be in two levels of care at the sametime.
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DISPOSITION OF PATIENT Section 97231

Effective with discharges on or after January 1, 1997, the patient’s disposition, defined as
the consequent arrangement or event ending a patient’ s stay in the reporting facility, shall be
reported as one of the following:

DISCUSSION

Format for reporting this data eement on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

14. DISPOSITION OF PATIENT

01 Routine (Home) 07 SN/IC

Within This Hospital 08 Residential Care Facility
02 Acute Care 09 Prison Jail

03 Other Care 10 Against Medical Advice
04 SN/IC 11 Died

To Another Hospital 12 Home Health Service

05 Acute Care 13 Other

06 Other Care (Not SN/IC)

(@ Routine Discharge. A patient discharged from this hospital to return home or to
another private residence. Patients scheduled for follow-up care at a physician’s office or a
clinic shall beincluded. Excludes patients referred to a home health service.

DISCUSSION

This category includes patients discharged to a home environment (e.g., haf-way house, group
home, community care facility, foster care, woman's shelter). This category includes patients
who go home either directly from the hospitd, or after being trested at a licensed ambulatory
surgery facility, or after receiving outpatient services at your or another hospital. This category
adso includes patients who are homdess, it is used to indicate discharge to a location not
licensed as a hospitd by the Department of Hedlth Services.
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(b) Acute Care Within ThisHospital. A patient discharged to inpatient hospital care that
isof a medical/surgical nature, such asto a perinatal, pediatric, intensive care, coronary care,
respiratory care, newborn intensive care, or burn unit within this reporting hospital.

DISCUSSION

See Examples 1, 2, and 3, at the end of this subsection.
Consolidated Hospital Submitting One Discharge Data Report:
Includes patients discharged froma TOC 3, 4, 5, or 6 bed to a TOC 1 bed.

(c) Other Type of Hospital Care Within This Hospital. A patient discharged to inpatient
hospital care not of a medical/surgical nature and not skilled nursing/intermediate care, such
as to a psychiatric, physical medicine rehabilitation, or chemical dependency recovery
treatment unit within thisreporting hospital.

DISCUSSION
Consolidated Hospital Submitting One Discharge Data Report:
Includes patients discharged from a

TOC 1bedtoaTOC 4, 5, or 6 bed.
TOC 3 bedtoaTOC 4, 5, or 6 bed.
TOC 4 bedtoaTOC 5 or 6 bed.
TOC5bedtoaTOC 4 or 6 bed.
TOC 6 bedtoaTOC 4 or 5 bed.
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DISCUSSION

(d) Skilled Nursing/Intermediate Care Within This Hospital. A patient discharged to a
Skilled Nursing/I ntermediate Care Distinct Part within this reporting hospital.

Consolidated Hospital Submitting One Discharge Data Report:
Includes patients discharged from a

TOC 1 bedto aTOC 3 bed.
TOC 4 bedto aTOC 3 bed.
TOC 5 bed to aTOC 3 bed.
TOC 6 bed to aTOC 3 bed.

This category includes patients discharged to:
A sKkilled nursing bed for the Medi-Ca Subacute Care Program. See Glossary of Terms

and Abbreviations (Appendix A) for definition.

A skilled nursing bed for the Medi-Cd Trangtiond Care Program. See Glossary of Terms
and Abbreviations (Appendix A) for definition.

An acute care bed that is used to provide skilled nursing care in an approved swing bed
program.

An Inditution for Mental Disease (IMD). See Glossary of Terms and Abbreviations
(Appendix A) for definition.

30



OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT
CALIFORNIA PATIENT DISCHARGE DATA REPORTING MANUAL, THIRD
EDITION
For Discharge Data for the Years 1999 and 2000

DISCUSSION

(e) Acute Care at Another Hospital. A patient discharged to another hospital to receive
inpatient care that is of a medical/surgical nature, such asto a perinatal, pediatric, intensive
care, coronary care, respiratory care, newborn intensive care, or burn unit of another
hospital.

See Example 4, at the end of this subsection.
This category includes patients discharged:
Between a consolidated hospital that has elected to submit two or more discharge data

reports to OSHPD.

To an acute care bed at an out of state, federd, or foreign hospital. Federd hospitals may
include Veterans Adminigration, Depatment of Defense, or Public Hedth Service
hospitds.

To an acute care bed for the Medi-Cd Subacute Care Program. See Glossary of Terms
and Abbreviations (Appendix A) for definition.

To an acute care bed for the Medi-Cal Transitiond Care Program. See Glossary of Terms
and Abbreviations (Appendix A) for definition.
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(f) Other Type of Hospital Care at Another Hospital. A patient discharged to another
hospital to receive inpatient hospital care not of a medical/surgical nature and not skilled
nursing/intermediate care, such as to a psychiatric, physical medicine rehabilitation, or
chemical dependency recovery treatment unit of another hospital.

DISCUSSION

This category includes patients discharged:

Between a consolidated hospitd that has dected to submit two discharge data reports to
OSHPD.

To an acute care bed a an out of Sate, federal, or foreign hospital. Federa hospitals may
include Veterans Adminidration, Depatment of Defense, or Public Hedth Service
hospitds.

(g) Skilled Nursing/Intermediate Care Elsewhere. A patient discharged from this
hospital to a Skilled Nursing/I ntermediate Care type of care, either freestanding or a distinct
part within another hospital, or to a Congregate Living Health Facility, as defined by
Subsection (i) of Section 1250 of the Health and Safety Code.

DISCUSSION
This category includes patients discharged:
Between a consolidated hospital that has elected to submit two or more discharge data

reports to OSHPD.

To a skilled nursing bed a an out of dtate, federd, or foreign hospita. Federa hospitas
may include Veterans Adminigration, Department of Defense, or Public Hedlth Service
hospitas.

To askilled nursing bed for the Medi-Cd Subacute Care Program. See Glossary of Terms
and Abbreviations (Appendix A) for definition.

To a skilled nursing bed for the Medi-Cd Trangtiond Care Program. See Glossary of
Terms and Abbreviations (Appendix A) for definition.

To an acute care bed that is being used to provide skilled nursing care in an gpproved swing
bed program.

Toan IMD. See Glossary of Terms and Abbreviations (Appendix A) for definition.
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(h) Residential Care Facility. A patient discharged to a facility that provides special
assistance to its residents in activities of daily living, but that provides no organized
healthcare.

DISCUSSION
This category includes patients discharged to:
Various types of facilities that provide supportive and custodiad care. The facilities are
licensed by the Cdlifornia Department of Social Services and are not consdered to be

hedth facilities. The facilities are referred to by a variety of terms (eg., board and care,
resdentid care facilities for the ederly).

Mentd Hedth Rehahilitation Centers (MHRC). See Glossary of Terms and Abbreviations
(Appendix A) for definition.

(i) Prison/Jail. A patient discharged to a correctional institution.
DISCUSSION
This category includes patients discharged to juvenile hall.
(1) Against Medical Advice. Patient left the hospital against medical advice, without a
physician’s discharge order. Psychiatric patients discharged from away without |eave

(AWOL) status areincluded in this category.

(k) Died. All episodes of inpatient care that terminated in death. Patient expired after
admission and before leaving the hospital.

() Home Health Service. A patient referred to a licensed home health service program.

(m) Other. A patient discharged to some place other than mentioned above. Includes
patients discharged to a freestanding, not hospital-based, inpatient hospice facility.

ADDITIONAL DISCUSSION FOR ALL CATEGORIES

Skilled Nursing Bed Hold Days. Skilled nursing bed hold days are not reported to OSHPD.
A patient cannot be reported in two Types of Care at the sametime.

Mode of Transportation: The mode of trangporting a patient from one hedlth facility to another
isirrdevant to the patient’s disposition.
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EXAMPLESOF DISPOS TION OF PATIENT,
ACUTE CARE, WITHIN THISHOSPITAL

EXAMPLE 1

1. Lucy isdischarged from skilled nurang care a your hospitd to acute care a your hospital.

Q. How isLucy’s Disposition reported on the skilled nursing record?
A. Lucy was discharged to “Acute Care, Within Your Hospita” which would be “02”, which is

reported as shown below.
14. DISPOSITION OF PATIENT
01 Routine (Home) 07 SN/IC
Within This Hospital 08 Residential Care Facility
02 Acute Care 09 Prison Jail
03 Other Care 10 Against Medical Advice
04 SN/IC 11 Died
To Another Hospital 12 Home Health Service
05 Acute Care 13 Other O 2
06 Other Care (Not SN/IC)




OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT
CALIFORNIA PATIENT DISCHARGE DATA REPORTING MANUAL, THIRD
EDITION
For Discharge Data for the Years 1999 and 2000

EXAMPLESOF DISPOS TION OF PATIENT,
ACUTE CARE, WITHIN THISHOSPITAL

EXAMPLE 2

For a CONSOLIDATED HOSPITAL that submits discharge data on ONE REPORT with one Hospital
| dentification Number:

2. Alberto isdischarged from skilled nursing care a your hospita to acute care a your hospital.

Q. How isAlberto's disposition reported on the skilled nursing record?
A. Alberto was discharged to “Acute Care, Within Y our Hospital” because your datais
submitted on one report; this should be reported by using “02” as shown below

14. DISPOSITION OF PATIENT

01 Routine (Home) 07 SN/IC

Within This Hospital 08 Residential Care Facility

02 Acute Care 09 Prison Jail

03 Other Care 10 Against Medical Advice

04 SN/IC 11 Died

To Another Hospital 12 Home Health Service

05 Acute Care 13 Other O 2
06 Other Care (Not SN/IC)
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EXAMPLESOF DISPOS TION OF PATIENT,
ACUTE CARE, WITHIN THISHOSPITAL

EXAMPLE 3

3. Riley isdischarged from psychiatric care a your hospitd to acute care a your hospitd.

Q. What isthe Disposition of the Patient on the psychiatric care record?
A. The patient was discharged to “Acute Care’ within your hospital; this should be
reported by using “02" as shown below.

14. DISPOSITION OF PATIENT

01 Routine (Home) 07 SN/IC

Within This Hospital 08 Residential Care Facility

02 Acute Care 09 Prison Jail

03 Other Care 10 Against Medical Advice

04 SN/IC 11 Died

To Another Hospital 12 Home Health Service

05 Acute Care 13 Other 2
06 Other Care (Not SN/IC) O
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EXAMPLESOF DISPOS TION OF PATIENT,
ACUTE CARE, WITHIN THISHOSPITAL

EXAMPLE 4

For a CONSOLIDATED HOSPITAL that submits discharge data on TWO OR MORE REPORTS with
separate HINS:

4. A patient is discharged from skilled nursing care a one of your hospitd’ s consolidated sites to acute
care a another of your consolidated Sites.

Q. Wha is the Disposition Of Patient of the skilled nursing record? Hint: Where was the patient
discharged to?)

A. The patient was discharged to “To Another Hospital, Acute Care€’ because your data is
submitted on two or more reports); this should be reported by using “05” as shown below.

14. DISPOSITION OF PATIENT

01 Routine (Home) 07 SN/IC

Within This Hospital 08 Residential Care Facility

02 Acute Care 09 Prison Jail

03 Other Care 10 Against Medical Advice

04 SN/IC 11 Died

To Another Hospital 12 Home Health Service

05 Acute Care 13 Other

06 Other Care (Not SN/IC) O 5
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EXAMPLESOF DISPOS TION OF PATIENT,
SKILLED NURSING / INTERMEDIATE CAREWITHIN THISHOSPITAL

EXAMPLE 5

5. Jennaisdischarged from acute care a your hospitd to skilled nursing care a your hospital.

Q. What isthe Digposition of the Patient for the acute care record?

A. Jennawas discharged to “To SN/IC, Within This Hospita”; this should be reported by using
“04” as shown below.

14. DISPOSITION OF PATIENT

01 Routine (Home) 07 SN/IC

Within This Hospital 08 Residential Care Facility

02 Acute Care 09 Prison Jail

03 Other Care 10 Against Medical Advice

04 SN/IC 11 Died

To Another Hospital 12 Home Health Service

05 Acute Care 13 Other

06 Other Care (Not SN/IC) O 4
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EXPECTED SOURCE OF PAYMENT Section 97232

(a) Effective with discharges on or after January 1, 1999, the patient’s expected source of
payment shall be reported using the following:

Format for reporting this data eement on the Manua Absiract Reporting Form for discharges
occurring on or after January 1, 1999:

16. EXPECTED SOURCE OF PAYMENT
PAYER CATEGORY TYPE OF COVERAGE NAME OF PLAN
01 Medicare 06 Other Government 1 Managed Care -
02 Medi-Cal 07 Other Indigent Knox — Keene/
03 Private Coverage 08 Self Pay MCOHS
04 Workers’ 09 Other Payer 2 Managed Care - Other
Compensation 3 Traditional Coverage (0001-9999 Plan Code Name)
05 County Indigent Programs

Valid combinationsfor reporting Expected Sour ce of Payment

FOR SELECT NAME OF KNOX-KEENE (HMO) PLAN OR
PAYER CATEGORY TYPE OF COVERAGE MCOHS PLAN

1 Knox-Keene (HMO) Report valid plan code number
01,02, 03, 04, 05, 06 or MCOHS Plan (Refer to Table 1 and Table 2)

2 Managed Care — Other
01, 02, 03, 04, 05, 06 (PPO, IPO, POS, efc.) 0000
01, 02, 03, 04, 05, 06 3 Traditional Coyerage 0000

(Fee for Service)

07, 08, 09 0 No Coverage 0000

(1) Payer Category: The type of entity or organization which is expected to pay or did
pay the greatest share of the patient’ s bill.

This data dement is defined as the source of payment thet is expected, at the time of admission,

to pay or did pay the greatest share of the patient’s bill. Hospitals may report to OSHPD the
most recent source of payment for patients with stay's exceeding a year.
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(A) Medicare. A federally administered third party reimbursement program
authorized by Title XVI11 of the Social Security Act. Includes crossoversto secondary payers.
DISCUSSION

Sdect one of the following Type of Coverage categories when reporting this category as the
payer:

Managed Care — Knox-Keene/Medi-Cd County Organized Hedth Systems. Knox-
Keene Plans are Hedth Maintenance Organizations (HMO) Plans licensed by the
Department of Corporations under the Knox-Keene Hedlthcare Service Plan Act of 1975.
Pans and Plan Code Numbers are listed in Table 1. Also include in this managed care
Type of Coverage category are the Medi-Cd County Organized Hedth Systems
(MCOHYS) listed in Table 2.

Managed Care — Other. This Type of Coverage should be reported for al non-HMO
managed care. Preferred Provider Organization (PPO), Exclusive Provider Organization
(EPO), and Exclusve Provider Organization with Point-of-Service option (POS) are
examples of Managed Care — Other.

Traditional Coverage. All other forms of hedlthcare coverage, including the Medicare
prospective payment system, indemnity or fee-for-service plans, or other fee-for service

payers.

(B) Medi-Cal. A state administered third party reimbursement program authorized
by Title XI X of the Social Security Act.

DISCUSSION

Sdect one of the following Type of Coverage categories when reporting this category as the
payer:

Managed Care — Knox-Keene/Medi-Cal County Organized Hedlth System
Managed Care — Other
Traditiond Coverage

For a more detailed description of the Types of Coverage categories, refer to the discusson
section for (A) Medicare above.
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(C) Private Coverage. Payment covered by private, non-profit, or commercial
health plans, whether insurance or other coverage, or organizations. Included are
payments by local or organized charities, such as the Cerebral Palsy Foundation, Easter
Seals, March of Dimes, or Shriners.

DISCUSSION

Sdect one of the following Type of Coverage categories when reporting this category as the
payer:

Managed Care — Knox-Keene/Medi-Cal County Organized Hedlth System
Managed Care — Other
Traditiond Coverage

For a more detailed description of the Types of Coverage categories, refer to the discusson
section for (A) Medicare.

Automobile Insurance payments are included in this Payer Category.
(D) Workers Compensation. Payment from workers compensation insurance,
government or privately sponsored.
DISCUSSION

Sdect one of the following Type of Coverage categories when reporting this category as the
payer:

Managed Care — Knox-Keene/Medi-Ca County Organized Hedlth System
Managed Care — Other
Traditiond Coverage

For a more detailed description of the Types of Coverage categories, refer to the discussion
section for (A) Medicare.
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(E) County Indigent Programs. Patients covered under Welfare and I nstitutions
Code Section 17000. Includes programs funded in whole or in part by County Medical
Services Program (CMSP), California Healthcare for Indigents Program (CHIP), and/or
Realignment Funds whether or not a bill isrendered.

DISCUSSION

Sdect one of the following Type of Coverage categories when reporting this category as the
payer:

Managed Care — Knox-Keene/Medi-Ca County Organized Hedlth System
Managed Care — Other
Traditiond Coverage

For a more detailed description of the Types of Coverage categories, refer to the discusson
section for (A) Medicare.

(F) Other Government. Any form of payment from government agencies, whether
local, state, federal, or foreign, except those in Subsections (b)(1)(A), (b)(1)(B), (b)(1)(D), or
(b)(1)(E) of this section. Includes funds received through the California Children Services
(CCYS), the Civilian Health and Medical Program of the Uniformed Services (TRICARE), and
the Veterans Administration.

DISCUSSION

Sdect one of the following Type of Coverage categories when reporting this category as the
payer:

Managed Care — Knox-Keene/Medi-Cal County Organized Hedlth System
Managed Care — Other
Traditiond Coverage

For a more detailed description of the Types of Coverage categories, refer to the discusson
section for (A) Medicare.
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(G) Other Indigent. Patients receiving care pursuant to Hill-Burton obligations
or who meet the standards for charity care pursuant to the hospital’s established charity care
policy. Includes indigent patients, except those described in Subsection (b)(1)(E) of this
section.

DISCUSSION

This category is excluded from reporting Type of Coverage and Name of Plan. The Other
Indigent record will have no Type of Coverage or Name of Plan to render payment. Use of
Plan Code Number 8000, “Other”, is ingppropriate because the Other Indigent patient does
not have Knox-Keene (HMO) coverage. Unused numeric fields may be zero-filled.

(H) Sdf Pay. Payment directly by the patient, personal guarantor, relatives, or
friends. The greatest share of the patient’s bill is not expected to be paid by any form of
insurance or other health plan.

DISCUSSION

This category is excluded from reporting Type of Coverage and Name of Plan. The Sdf-Pay
record will have no Type of Coverage or Name of Plan to render payment. Use of Plan Code
Number 8000, “Other”, is ingppropriate because the Self-Pay patient does not have Knox-
Keene (HMO) coverage. Unused numeric fields may be zero-filled.

(I) Other Payer. Any third party payment not included in Subsections (b)(1)(A)
through (b)(1)(H) of this section. Included are cases where no payment will be required by
the facility, such as special research or courtesy patients.

DISCUSSION:

This category is excluded from reporting Type of Coverage and Name of Plan. No payment will be
required of patients reported as Other Payer. The record will have no Type of Coverage or Name
of Plan to render payment. Use of Plan Code Number 8000, “Other”, is ingppropriate because the
Other Payer patient does not have Knox-Keene (HMO) coverage. Unused numeric fields may be
zerofilled.

Live organ donors are included in this payer category.
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(2) Type of Coverage. For each Payer Category, Subsections (b)(1)(A) through
(b)(1)(F) of this section, select one of the following Types of Coverage:

DISCUSSION

A Type of Coverage category must be selected when reporting the following Payer Categories:

Medicare

Medi-Ca

Private Coverage
Workers Compensation
County Indigent Programs
Other Government

(A) Managed Care - Knox-Keene/Medi-Cal County Organized Health System.
Healthcare service plans, including Health Maintenance Organizations (HMO), licensed by
the Department of Corporations under the Knox-Keene Healthcare Service Plan Act of 1975.
Includes Medi-Cal County Organized Health Systems.

(B) Managed Care - Other. Healthcare plans, except those in Subsection (b)(2)(A)
of this section, which provide managed care to enrollees through a panel of providers on a
pre-negotiated or per diem basis, usually involving utilization review. Includes Preferred
Provider Organization (PPO), Exclusive Provider Organization (EPO), Exclusive Provider
Organization with Point-of-Service option (POS).

(C) Traditional Coverage. All other forms of healthcare coverage, including the
Medicare prospective payment system, indemnity or fee-for-service plans, or other feefor-
service payers.
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(3) Name of Plan. (A) For discharges occurring on or after January 1, 1999, up to and
including discharges occurring on December 31, 1999, report the names of those plans which
are licensed under the Knox-Keene Healthcare Service Plan Act of 1975 or designated as a
Medi-Cal County Organized Health System. For Type of Coverage, Subsection (b)(2)(A) of
this section, report the plan code number representing the name of the Knox-Keene licensed
plan as shown in Table 1 or the Medi-Cal County Organized Health System as shown in
Table 2.

DISCUSSION

A Name of Plan/Code Number from either Table 1 or Table 2 must be selected when reporting the
Managed Care — Knox-Keene (HMO)/Medi-Ca County Organized Health

Sysem (MCOHS) category of Type of Coverage. Separate Tables exist for 1999 and 2000
discharges.

Plan Code Number 8000 may be used only to report Knox-Keene Licensed Plans that are not
listed because they obtained licensure after the table was created. Questions regarding appropriate
Plan Code Numbers for unlisted Plans may be referred to your Patient Discharge Data Andyst.
8000 should not be used to report PPO, EPO or other non-HM O coverage.

If no Knox-Keene (HMO) or MCOHS Plan is to be reported the unused numeric fields may be
zero-filled or they may be left unfilled.

Please report only Caifornia HMO's under Type of Coverage Managed Care Knox-
Keene/MCOHS (1). Inpatient care covered by an out of state/non-CaliforniaHMO isreported as
Managed Care-Other (2).

Table 1. and Table 2. below are for use with discharges occurring on, or after,
January 1, 1999, up to and including, discharges occurring on December 31, 1999.
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Table 1. Knox-Keene Licensed Plans and Plan Code Numbers:
For use with discharges occurring in 1999.

Plan Code Names Plan Code Numbers
Aetna Health Plans of California, Inc. 0176
Alameda Alliance for Health 0328
American Family Care 0322
Blue Cross of California 0303
Blue Shield of California 0043
BPSHMO 0314
Brown and Toland Medical Group 0352
Calaveras Provider Network 0365
Care 1st Health Plan 0326
Careamerica-Southern California, Inc. 0234
Chinese Community Health Plan 0278
Cigna Healthcare of California, Inc. 0152
Community Health Group 0200
Community Health Plan (County of Los Angeles) 0248
Concentrated Care, Inc. 0360
Contra Costa Health Plan 0054
FPA Medical Management of California, Inc 0350
Great American Health Plan 0327
Greater Pacific HMO Inc 0317
HAI 0292
Healthmax America 0277
Health Net 0300
Health Plan of America (HPA) 0126
Health Plan of the Redwoods 0159
Heritage Provider Network, Inc. 0357
Inland Empire Health Plan 0346
Inter Valley Health Plan 0151
Kaiser Foundation Added Choice Health Plan 0289
Kaiser Foundation Health Plan, Inc. 0055
Kern Health Systems|Inc 0335
Key Health Plan of California 0343
Lifeguard, Inc. 0142
LA Care Health Plan 0355
Managed Health Network 0196
Maxicare 0002
MCC Behavioral Care of California, Inc. 0298
MedPartners Provider Network, Inc. 0345
Metrahealthcare Plan 0266
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Merit Behavioral Care of California, Inc. 0288
Monarch Plan Inc. 0270
National Health Plans 0222
National HMO 0222
Occupational Health Services (OHS) 0235
Omni Healthcare, Inc. 0238
One Health Plan of Californialnc. 0325
Pacificare Behavioral Health of Californialnc. 0301
Pacificare of California 0126
Priorityplus of California 0237
Prucare Plus 0296
Qualmed Plans for Health 0300
Regents of the University of California 0354
San Francisco Health Plan 0349
Santa Clara County Family Health Plan 0351
Secure Horizons 0126
Sharp Health Plan 0310
Smartcare Health Plan 0212
The Health Plan of San Joaquin 0338
Tower Health Service 0324
UHC Healthcare 0266
UHP Healthcare 0008
Universal Care 0209
Valley Health Plan 0236
Value Behavioral Health of California, Inc. 0293
Ventura County Healthcare Plan 0344
Vista Behavioral Health Plan 0102
Western Health Advantage 0348
Other HMO 8000

Table 2. Medi-Cal County Organized Health Systems and Plan Code Numbers:
For Use with Discharges occurring in 1999

Name of Medi-Cal County Organized Health System Plan Code Numbers
Cal Optima (Orange County) 9030
Health Plan of San Mateo (San Mateo County) 9041
Santa Barbara Health Authority (Santa Barbara County) 9042
Santa Cruz County Health Options (Santa Cruz County) 9044
Solano Partnership Health Plan (Solano County) 9048
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(B) For discharges occurring on or after January 1, 2000, report the names of those
plans which are licensed under the Knox-Keene Healthcare Service Plan Act of 1975 or
designated as a Medi-Cal County Organized Health System. For Type of Coverage,
Subsection (a) (2) (A) of this section, report the plan code number representing the name of
the Knox Keene licensed plan as shown in Table 1, or the Medical County Organized Health
System as shown in Table 2.

Table 1. Knox-Keene Licensed Plans and Plan Code Numbers:
For use with discharges occurring in 2000

Plan Code Names Plan Code Numbers
Aetna Health Plans of California, Inc. 0176
Alameda Alliance for Health 0328
Blue Cross of California 0303
Blue Shield of California 0043
BPSHMO 0314
Calaveras Provider Network 0365
Care 1st Health Plan 0326
Cedars-Sinai Provider Plan, LLC 0366
Chinese Community Health Plan 0278
Cigna Healthcare of California, Inc. 0152
Community Health Group 0200
Community Health Plan (County of Los Angeles) 0248
Concentrated Care, Inc. 0360
Contra Costa Health Plan 0054
FPA Medical Management of California, Inc 0350
Great American Health Plan 0327
Greater Pacific HMO Inc 0317
HAI, Hai-Ca 0292
Healthmax America 0277
Health Net 0300
Health Plan of America (HPA) 0126
Health Plan of the Redwoods 0159
Health Plan of San Mateo Healthy Families, not COHS 0358
Heritage Provider Network, Inc. 0357
Holman Professional Counseling Centers 0231
Inland Empire Health Plan 0346
Inter Valley Health Plan 0151
Kaiser Foundation Added Choice Health Plan 0289
Kaiser Foundation Health Plan, Inc. 0055
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Kern Health Systemsinc 0335
Key Health Plan of California 0343
Key HMO Key Choice 0343
Lifeguard, Inc. 0142
LA Care Health Plan 0355
Managed Health Network 0196
Maxicare 0002
MCC Behavioral Care of California, Inc. 0298
MedPartners Provider Network, Inc. 0345
Metrahealthcare Plan 0266
Merit Behavioral Care of California, Inc. 0288
Molina 0322
National Health Plans 0222
National HMO 0222
Omni Healthcare, Inc. 0238
One Health Plan of California lInc. 0325
On Lok Senior Health Services 0385
Pacificare Behavioral Health of Californialnc. 0301
Pacificare of California 0126
Primecare Medical Network, Inc. A CA. Corp. 0367
Priorityplus of California 0237
Prucare Plus 0296
Qualmed Plans for Health/Bridgeway 0300
Regents of the University of California 0354
San Francisco Health Plan 0349
Santa Clara Family Health Plan 0351
Scripps Clinic Health Plan Services, Inc. 0377
Secure Horizons 0126
Sharp Health Plan 0310
Simnsa Healthcare 0393
Sistemas Medicos Nacionales, SA. DeC.V. 0393
Smartcare Health Plan 0212
The Health Plan of San Joaquin 0338
Thipa Management Consultants, | ncorporated 0363
Tower Health Service 0324
UHC Healthcare 0266
UHP Healthcare 0008
Universal Care 0209
Valley Health Plan 0236
Value Behavioral Health & American Psychol. 0293
Ventura County Healthcare Plan 0344
Vista Behavioral Health Plan 0102
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Western Health Advantage 0348

Other HMO 8000

Table 2. Medi-Cal County Organized Health Systems and Plan Code Numbers:
For use with discharges occurring in 2000

Name of Medi-Cal County Organized Health System Plan Code Numbers

Cal Optima (Orange County) 9030
Health Plan of San Mateo (San Mateo County) 9041
Santa Barbara Health Authority (Santa Barbara 9042
County)

Central Coast Alliance For Health (Santa Cruz 9044
County)

Solano Partnership Health Plan (Solano County) 9048
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EXTERNAL CAUSE OF INJURY Section 97227

The external cause of injury consists of the ICD-9-CM codes E800-E999 (E-codes), that
are codes used to describe the external causes of injuries, poisonings, and adverse effects. |f
the information is available in the medical record, E-codes sufficient to describe the external
causes shall be reported for discharges with a principal and/or other diagnoses classified as
injuries or poisonings in Chapter 17 of the 1CD-9-CM (800-999), or where a code from
Chapters 1-16 of the ICD-9-CM (001-799) indicates that an additional E-code is applicable,
except that the reporting of E-codes in the range E870-E879 (misadventures and abnormal
reactions) are not required to be reported. An E-code is to be reported only for the first
inpatient hospitalization during which the injury, poisoning, and/or adverse effect was
diagnosed and/or treated. To assure uniform reporting of E-codes, when multiple codes are
required to completely classify the cause, the first (principal) E-code shall describe the
mechanism that resulted in the most severe injury, poisoning, or adverse effect. If the
principal E-code does not include a description of the place of occurrence of the most severe
injury or poisoning, an E-code shall be reported to designate the place of occurrence, if
available in the medical record. Additional E-codes shall be reported, if necessary to
completely describe the mechanisms that contributed to, or the causal events surrounding,
any injury, poisoning, or adverse effect first diagnosed and/or treated during the current
inpatient hospitalization.

DISCUSSION

Format for reporting this data eement on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

E-CODES

18. PRINCIPAL E

19. OTHER

m (m (m(m
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Reporting Requirements:

If the externa cause of injury, poisoning, or adverse effect was reported on a firgt inpatient
discharge data record to OSHPD, it should not be reported again for the same patient.

If the external cause of injury, poisoning, or adverse effect was previoudy treated only on an
outpatient basis (e.g., emergency room, ambulance, outpatient clinic, physician’s office), the
externa cause of injury, poisoning, or adverse effect must be reported during the first
inpatient hospitdization for the injury, poisoning, or adverse effect.

Reporting medica/surgical misadventure and abnorma reaction codes (categories ES70-
E879) isoptiond.

Identical E-codes will not be accepted on the same inpatient discharge datarecord. This
is conggtent with the guidelines for E-codesin Coding Clinic for ICD-9-CM.

If more than one drug or substance caused a poisoning or adverse effect, report al E-codes
necessary to describe dl substances.

Codes from the Supplementary Classfication of Externa Causes of Injury and Poisoning
(E800-E999) must never be reported in the Other Diagnoses code fields. Such codes must
only be reported in the External Cause of Injury code fidds.

Principad E-code: The principa E-code is defined as the externd cause of injury or poisoning
which describes the mechaniam that resulted in the most severe injury, poisoning, or adverse
effect initidly diagnosed and/or treated during the current inpatient admission. |f sequencing the
externa cause of the most severeinjury asthe principa E-code is contradictory to the guidelines
given in ICD-9-CM, OSHPD reporting requirements take precedence.

Other E-codes:

Defined as additiona 1CD-9-CM codes from the range E800-E999 necessary to
completely describe the mechanisms of injuries, poisonings, or adverse effects diagnosed
and/or treated during the first inpatient admission.

Include category E849 (place of occurrence) if documented in the medicd record and not
previoudy reported to OSHPD on afirst inpatient admission.
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Place of occurrence codes (category E849) are:

Invaid as the principa E-code.
Reported to OSHPD if the principa E-code does not specify the place of occurrence.

Reported to OSHPD as unspecified (E849.9) when the place of occurrence is not specified
in the medical record.

Number of Other E-codes. Four other E-codes in addition to the principa E-code may be
reported to OSHPD.

If the reporting format limits the number of E-codes that can be used in reporting to
OSHPD, refer to the Coding Clinic for ICD-9-CM for coding multiple E-codesin the same
three-digit categories or different three-digit categories. In ether case, include the place of

occurrence E-code.
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HOSPITAL IDENTIFICATION NUMBER (HIN) Section 97239

Effective with discharges on or after January 1, 1995, the last six digits of the 9-digit
identification number assigned by the Office shall be reported as part of each patient record,
either in the specified section of the Manual Abstract Reporting Form (OSHPD 1370) or in
positions 2 through 7 on computer media format.

DISCUSSION

Format for reporting this data eement on the Manua Absiract Reporting Form for discharges
occurring on or after January 1, 1999:

la. HOSPITAL NUMBER

OSHPD will accept only a sx-digit HIN. The first two digits indicate the hospitd’s county
location, and the lagt four digits are unique to the hospital and are assgned by OSHPD. The
same sx-digit HIN must be reported on the transmittal form and on computer media format in
positions 2 through 7 of each discharge data record.
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OTHER DIAGNOSES AND WHETHER THE CONDITIONS
WERE PRESENT AT ADMISSION Section 97226

(@) The patient’s other diagnoses are defined as all conditions that coexist at the time of
admission, that develop subsequently during the hospital stay, or that affect the treatment
received and/or the length of stay. Diagnoses that relate to an earlier episode that have no
bearing on the current hospital stay are to be excluded. Diagnoses shall be coded according
to the ICD-9-CM. 1CD-9-CM codes from the supplementary classification of external causes
of injury and poisoning (EB00-E999) shall not be reported as other diagnoses.

(b) Effective with discharges on or after January 1, 1996, whether the patient’s other
diagnoses were present at admission shall be reported as one of the following:

(1) Yes.

(2) No.

(3 Uncertain.
DISCUSSION

Format for reporting this data eement on the Manua Absiract Reporting Form for discharges
occurring on or after January 1, 1999:

10. PRINCIPAL DIAGNOSIS 10a. PRESENT AT
ADMISSION
CODE
Y =Yes
N = No
U = Uncertain
11. OTHER DIAGNOSES 11a. PRESENT AT
ADMISSION
a.
b.
c.
d.
Other Diagnoses:
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Reporting Requirement:  Identical diagnoss codes must not be reported on the same
inpatient discharge data record.

Number of Other Diagnoses. Up to twenty-four other diagnoses may be reported to
OSHPD. Discharge data becomes increasingly ussful and vauable for research when dl
diagnoses that indicate risk factors are reported. Please report al relevant diagnoses.

Other Coding Systems:

Morphology Codes are not accepted by OSHPD.
SNODO codes are not accepted by OSHPD.
DSM-IV codes are not accepted by OSHPD.

ICD-9-CM Codes:
Conditions should be coded that affect patient care in terms of requiring:

Clinica evdugion

Thergpeutic trestment

Diagnostic procedures

Extended length of hospitd stay
Increased nursing care and/or monitoring

Refer to the officid guiddines for coding and reporting the other diagnoses in Coding
Clinic for ICD-9-CM.

Codes from the Supplementary Classfication of Externd Causes of Injury and

Poisoning (E800-E999) will never be reported in the other diagnosis code fields. Such
codes must only be reported in the External Causes of Injury code fidds.
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Condition Present at Admission for Other Diagnoses.
Purpose:

The purpose of collecting the data eement Condition Present a Admission is to
differentiate between conditions present at admisson and conditions that developed
during an inpatient admisson. The focus is to assess the timing of when the condition
was present.

Reporting Requirements:

Each principa diagnosis and dl other diagnoses must have an indicator for reporting
whether or not a condition is present at admisson by choosing one of the following

respoNses:
Yes
No
Uncertain
The ICD-9-CM E-codes, Externd Causes of Injury and Poisoning, are excluded from
this reporting requirement.
Parameters for Reporting:

If the physician states that a condition is present (Y) or not present (N) at admisson or
is uncertain (U) whether or not the condition was present at admission, the physcian’s
statement takes precedence over the following parameters.

A condition is consdered present & admisson if it is identified in the hisory and
physica examination or documented in the current inpatient medica records (eg.,
emergency room, initid progress, initid nurang assessment, dinic/office notes).

When a condition is present prior to or at the time of the current inpatient admission,
the indicator is reported yes (Y).
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When a condition develops during the current inpatient admisson and it is not
present prior to or a the time of the current inpatient admisson, the indicator is
reported No (N).

When it is not clearly indicated that a condition is present at the time of the current
inpatient admisson or deveoping during the current inpatient admisson, the
indicator is reported Uncertain (U).

Coding professionas will need to use their best judgment to determine whether or not a
condition is present a the time of the current inpatient admission. If there is doubt as to
whether or not the condition is present at admisson, coding professonds are
encouraged to ask the physician.

Indicators for Acute and Chronic Conditions:
Chronic conditions that may not have been identified prior to or a the time of the
current inpatient admission would be considered to have been present at admission.
The indicator for the chronic condition isreported Yes.

Example  Lung cancer discovered during admisson 162.9 Y

When there are separate ICD-9-CM codes for some conditions that are described as
both acute and chronic, the indicators are reported separately as follows:

If acute and chronic conditions are both present prior to or a the time of admission,
these indicators are reported Y es.

Example  Acute and chronic bronchitis 466.0 Y and 491.9 Y, respectively
If an acute exacerbation of a chronic condition is identified during the current

inpatient admission, the acute condition indicator is reported no and the chronic
condition indicator is reported Yes.

Example  Acute and chronic bronchitis 466.0 N and 491.9 Y, respectively

When there are no separate ICD-9-CM codes for conditions that are described as
both acute and chronic, the indicator is reported as follows:
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If acute and chronic conditions are both present prior to or a the time of the current
inpatient admisson, the indicator is reported Yes.

Example COPD with acute exacerbation 491.21 Y.
If an acute exacerbation of a chronic condition developed during the current inpatient
admission, the indicator is reported No.
Example: Diabetes mdlitus with ketoacidoss 250.10 N.
Indicators for sgns and symptoms, rule out or suspected conditions,
comparaive/contrasting conditions, symptoms followed by comparative/contrasting
conditions, and abnormd findings:

If asign or symptom is present prior to or at the time of the current inpatient admission,
the indicator is reported Yes.

Example  Nauseawith vomiting 787.01 Y.

If a suspected condition is present prior to or a the time of the current inpatient
admission, theindicator is reported Yes.

Example Ruleout sepsis 0389 Y.

If two or more comparative or contrasting conditions are present prior to or at the time
of the current inpatient admission, the indicators are reported Y es.

Example  Diverticulitis versus gppendicitis 562.11 Y and 541 Y, respectively.

If a symptom followed by comparative or contrasting conditions is present prior to or a
the time of the current inpatient admission, dl indicators are reported Y es.

Example  Chills, pneumonia versus. bladder infection 7809 Y, 486 Y, and
595.9Y, respectively

If athrestened or impending condition is present prior to or a the time of the current
inpatient admisson, the indicator is reported Yes,

Example  Threatened abortion 640.03 Y.
Impending myocardid infarction 411.1 Y.
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If an abnormd finding is present prior to or at the time of the current inpatient admission,
the indicator is reported Yes.

Example Hyponatremia 276.1 Y.

If the above conditions are not present at the time of the current inpatient admission, the
indicator is reported No.

Example  Suspected postoperative infection 998.59 N.
If the above conditions are not clearly indicated as being present either a the time of the
current inpatient admisson or developing during the current inpatient admisson, the
indicator is reported uncertain.

Example Possible urinary tract infection was diagnosed during the stay. Patient
recelving antibiotics for cholecyditis prior to admisson 599.0 U.

Indicators for Obstetrica Conditions:

If an antepartum condition is present prior to or a the time of the current inpatient
admission, the indicator is reported yes.

Example  Pregnancy with fetal distress 656.33 Y.

If a chronic condition during ddlivery is present prior to or a the time of the current
inpatient admission, the indicator is reported yes.

Example  Pregnancy with diabetes, delivered 648.01 Y.

If a postpartum condition is present prior to or a the time of the current inpatient
admission, theindicator is reported Yes.

Example Third degree perined laceration following delivery a home
664.24 Y.

If the above conditions are not present at the time of the current inpatient admission, the
indicator is reported No.

Example  Postpartum fever, delivered 670.02 N.
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If an acute condition develops during delivery and it is not present prior to or at the time
of the current inpatient admission, the indicator is reported No.

Example  Third degree perineal laceration during delivery 664.21 N.
If the above conditions are not clearly indicated as being present either a the time of the
current inpatient admisson or developing during the current inpatient admisson, the
indicator is reported Uncertain.
Example  Ddivery and breast abscess diagnosed during stay 675.11 U.
Indicators for V Codes:

If a'V code identifies a birth or an outcome of ddivery at the time of the current
inpatient admisson, the indicator is reported Yes.

Example Newborn V30.00 Y.
Sngle liveborninfant V27.0 Y.

If aV code identifies the reason for admisson a the time of the current inpatient
admission, theindicator is reported Yes.

Example  Admisson for chemotherapy V58.1 Y.

If aV code identifies a history or Satus at the time of the current inpatient admission, the
indicator isreported Yes.

Example Status colostomy V44.3 Y

If aV code identifies a problem that develops during the current inpatient admission, the
indicator is reported No.

Example Canceled surgery V64.1 N

If aV code identifies exposure to a communicable disease during the current inpatient
admission, the indicator is reported No.

Example  Exposure to strep throat during current admission V01.8 N
If aV code identifies a Stuation and it is not clearly indicated as being present ether a
the time of the current inpatient admission or developing during the current inpatient
admission, the indicator is reported Uncertain.

Example Family disruption V61.0 U
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OTHER PROCEDURESAND DATES

Section 97229

All significant procedures are to be reported. A significant procedure is one that is
surgical in nature, or carries a procedural risk, or carries an anesthetic risk, or is needed for
DRG assignment. Procedures shall be coded according to the ICD-9-CM. The dates shall be
recorded with the corresponding other procedures and be reported in numeric form as follows:
the 2-digit month, the 2-digit day, and the 4-digit year. The numeric form for days and

months from 1 to 9 must have a zero asthefirst digit.

DISCUSSION

Format for reporting this data eement on the Manua Abstract Reporting Form for discharges

occurring on or after January 1, 1999:

12. PRINCIPAL PROCEDURES
CODE DATE
Month Day Year (4-Digit)
13. OTHER PROCEDURES
a.
b.
c.
d.
Month Day Year (4-Digit)
Reporting Requirements:

A date will be reported for al other procedures reported.

If the other procedure was

performed on September 12, 1999, the reported value is 09121999.
Other procedures and dates will be blank if no principa procedure is reported.

ICD-9-CM Codes. Refer to the definitions of a sgnificant procedure in the Coding Clinic for
|CD-9-CM, July - August 1985 and Fourth Quarter 1990, and the Universa Hospital
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Discharge Data Set (UHDDS) published in the Federa Register, Volume 50, Number 147, July
31, 1985.
Other Coding Systems. HCPCS and CPT codes are not accepted by OSHPD.

Number of Other Procedures and Dates. Up to twenty other procedures and dates may be
reported to OSHPD.

Ambulatory Surgery Facility and Hospital Outpatient Services: Patients are sometimes admitted
within 72 hours of procedures performed in a licensed ambulatory surgery facility or as an
outpatient at a hospital. Under certain circumstances, the procedure may be reported on the
discharge data record. If so, the procedure date must be reported when it actualy occurred
and not be changed to the admission date. OSHPD accommodates procedure dates three days
prior to the admission date.
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PATIENT SOCIAL SECURITY NUMBER Section 97220

The patient’ s social security number isto be reported asa 9-digit number. If the patient’s
social security number is not recorded in the patient’s medical record, the social security
number shall be reported as “not in medical record,” by reporting the social security number
as “000000001.” The number to be reported is to be the patient’s social security number, not
the social security number of some other person, such as the mother of a newborn or the
insurance beneficiary under whose account the hospital’ s bill isto be submitted.

DISCUSSION

Format for reporting this data eement on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

20. PATIENT'S SOCIAL SECURITY NUMBER

(000 00 0001 if not recorded in the medical record)

Requirement for the SSN in Hospitds: Licenaing and Certification of the Department of Hedlth
Services requires that the patient’s SSN, if available, be recorded as part of the content of the
medica record (Section 70749, Title 22, Cdifornia Code of Regulations).

The SSN was added to the Cdifornia Hospita Discharge Data Set (CHDDS) as an identifier to
link episodes of care over time and across providers in order to support research addressing the
quaity of medica carein Cdifornia hospitas. A unique persond identifier can dso asss policy
makers and researchers (e.g., number of patients admitted for a specific condition). OSHPD
continues to congder the protection of individually identifiable medicd information as the crux of
its legidative mandate.

The SSN is confidentid and is encrypted into a nine-digit dphanumeric identifier, the Record
Linkage Number (RLN). The RLN is available on public data sets because the SSN from
which it is derived cannot be determined.

Non-U.S. Numbers. Even if a non-U.S. number resembles a U.S. SSN, do not report it to
OSHPD.

SSN for Peatient Only:
Mother’s SSN is not the newborn’s SSN.
Parent’s SSN is not a child' s SSN.

Husband's SSN is not awife’'s SSN.
Vdid/Invdid SSNs. SSNs conss of nine digits divided into three parts. The fird three digits
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denote the area (or state) where the application was filed. The middle two digits denote a
group number ranging from 01 to 99. The last four digits are the serid number. Because of the

way the SSN is congtructed, it is possble to say that a particular SSN isinvdid if it Sarts with

three digits not gpproved by the Social Security Adminigtration for use as an area identifier or if

it has 00 in the group number area. Please refer to the current verson of OSHPD’s Editing

Criteria Handbook for vaid/invalid areaiidentifier numbers.

Vdidation: Semiannualy, OSHPD verifies the area (or state) digits with the loca office of the
Socid Security Adminigtration.

Medicare Numbers The Medicare program is a federd hedth insurance program for
individuals 65 years and older and certain dissbled individuas. The number issued for
Medicare coverage is a Hedth Insurance Benefit/Clam (HIB/HIC) number. The HIB/HIC
number usualy has nine digits and one or two letters, and there may aso be another number
after the letter(s). There are no dashes or spacesin the HIB/HIC number. SSNs and HIB/HIC
numbers are not interchangesble. The firgt nine digits of the HIB/HIC number may be, but are
not dways, the same as the nine digits of the SSN.
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PREHOSPITAL CARE AND RESUSCITATION / DNR
(Do Not Resuscitate) Section 97233

Effective with discharges on or after January 1, 1999, information about resuscitation
ordersin a patient’s current medical record shall be reported as follows:

(& Yes, a DNR order was written at the time of or within the first 24 hours of the
patient’s admission to the hospital.

(b) No, a DNR order was not written at the time of or within the first 24 hours of the
patient’s admission to the hospital.

DISCUSSION

Format for reporting this data eement on the Manua Absiract Reporting Form for discharges
occurring on or after January 1, 1999:

21. PREHOSPITAL CARE AND
RESUSCITATION

DNR orders at admission or
within 24 hrs of admission

Y =Yes
N =No

DISCUSSION
See Subsection () of Section 97212 of the CCR for the definition of a DNR order.

A Do Not Resustitate (DNR) order is a directive from a physician documented in a patient’s
current inpatient record ingtructing that the patient is not to be resuscitated in the event of a cardiac
or pulmonary arrest. The directive will be a physicians order, dated and signed. In the event of a
cardiac or pulmonary arrest, resuscitative measures include, but are not limited to, the following:

cardiopulmonary resuscitation (CPR)
intubation

defibrillation

cardioactive drugs

assgted ventilation

If aDNR order iswritten at the time of or within the first 24 hours of the patient’'s admisson to

the hospital and is then discontinued at some later time during the patient’s hospital stay, report
“Yes’ to OSHPD.
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PRINCIPAL DIAGNOSISAND WHETHER THE CONDITION
WASPRESENT AT ADMISSION Section 97225

(&) The patient’s principal diagnosis, defined as the condition established, after study, to
be the chief cause of the admission of the patient to the facility for care, shall be coded
according to the |CD-9-CM.

(b) Effective with dischargeson or after January 1, 1996, whether the patient’s principal
diagnosis was present at admission shall be reported as one of the following:

(1) Yes.

(2) No.

(3 Uncertain.
DISCUSSION

Format for reporting this data eement on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

10. PRINCIPAL DIAGNOSIS 10a. PRESENT AT
ADMISSION

CODE

Y =Yes
N = No
U = Uncertain

11. OTHER DIAGNOSES 1la. PRESENT AT
ADMISSION
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Principa Diagnoss

Reporting Requirement: A principa diagnoss must be reported for every discharge data
record.

Other Coding Systems:

Morphology Codes are not accepted by OSHPD.
SNODO codes are not accepted by OSHPD.
DSM-IV codes are not accepted by OSHPD.

|CD-9-CM Codes:

Refer to the officid guiddinesfor coding and reporting the principa diagnosisin Coding
Clinic for ICD-9-CM.

Codes from the Supplementary Classfication of Externa Causes of Injury and
Poisoning (ES00-E999) will never be reported in the principd diagnosis code field.
Such codes must only be reported in the External Causes of Injury code fidds.

Italicized codes will never be the principa diagnosis.

Mothers who ddiver their babies in outpatient clinics (e.g., ABC) or emergency rooms,
and who then are admitted to inpatient care, will have aprincipa diagnoss reflecting the
reeson for admisson, such as postpartum observation (V24) or postpartum
complication (640-676) with fifth digit of 4.

Condition Present at Admission for Principa Diagnosis
Purpose:

The purpose of collecting the data dement Condition Present a& Admission is to
differentiate between conditions present at admission and conditions that developed

during an inpatient admisson. The focus is to assess the timing of when the condition
was present.
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Reporting Requirements.

Each principa diagnosis and dl other diagnoses must have an indicator for reporting
whether or not a condition is present at admisson by choosing one of the following
respoNses:

Yes

No

Uncartain

The ICD-9-CM E-codes, externd causes of injury and poisoning, are excluded from
this reporting requirement.

Parameters for Reporting:

If the physician states that a condition is present (Y) or not present (N) at admisson or
is uncertain (U) whether or not the condition was present at admission, the physcian’'s
statement takes precedence over the following parameters.

A condition is conddered present & admisson if it is identified in the hisory and
physical examination or documented in the current inpatient medica records (eg.,
emergency room, initid progress, initid nurang assessment, dinic/office notes).

When a condition is present prior to or at the time of the current inpatient admission,
theindicator isreported Yes(Y).

When a condition develops during the current inpatient admisson and it is not
present prior to or a the time of the current inpatient admisson, the indicator is
reported No (N).

When it is not clearly indicated that a condition is present & the time of the current
inpatient admisson or developing during the current inpatient admisson, the
indicator is reported Uncertain (U).

Coding professonas will need to use their best judgment to determine whether or not a
condition is present at the time of the current inpatient admisson. |If there is doubt asto
whether or not the condition is present at admisson, coding professonds are
encouraged to ask the physician.
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Assgnment of Indicator for Principal Diagnogs.

If the principa diagnosisindicator is blank, OSHPD will assign Yes(Y).
If the error tolerance leve for principa diagnoss indicators (invdids) is less than
.1% after being corrected by the hospita, OSHPD will default the invdid indicators
to Yes(Y).
Indicators for Acute and Chronic Conditions:
Chronic conditions that may not have been identified prior to or a the time of the
current inpatient admisson would be consdered to have been present a admission.
The indicator for the chronic condition isreported Yes.
Example  Lung cancer discovered during admisson 1629 Y

When there are separate ICD-9-CM codes for some conditions that are described as
both acute and chronic, the indicators are reported separately as follows:

If acute and chronic conditions are both present prior to or & the time of admission,
these indicators are reported Yes.

Example:  Acute and chronic bronchitis 466.0 Y and 491.9 Y, respectively
If an acute exacerbation of a chronic condition develops during the current inpatient
admission, the acute condition indicator is reported No and the chronic condition
indicator isreported Yes.

Example  Acute and chronic bronchitis 466.0 N and 491.9 Y, respectively

When there are no separate ICD-9-CM codes for conditions that are described as
both acute and chronic, the indicator is reported as follows:

If acute and chronic conditions are both present prior to or a the time of the current
inpatient admisson, the indicator is reported Yes.

Example COPD with acute exacerbation 491.21 Y
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If an acute exacerbation of a chronic condition developed during the current inpatient
admission, the indicator is reported No.

Example  Diabetes mdlitus with ketoacidosis 250.10 N
Indicators for dgns and symptoms, rule out or suspected conditions,
comparative/contrasting  conditions, symptoms followed by comparative/contrasting
conditions, and abnormd findings.

If asign or symptom is present prior to or a the time of the current inpatient admission,
theindicator is reported Yes.

Example  Nauseawith vomiting 787.01 Y

If a suspected condition is present prior to or a the time of the current inpatient
admission, theindicator is reported Yes.

Example Ruleout sepsis 0389 Y

If two or more comparative or contrasting conditions are present prior to or at the time
of the current inpatient admission, the indicators are reported Y es.

Example  Diverticulitis versus gppendicitis 562.11 'Y and 541 Y, respectively.

If asymptom followed by comparative or contrasting conditions is present prior to or a
the time of the current inpatient admission, al indicators are reported Y es.

Example  Chills, pneumonia vs bladder infection 7809 Y, 486 Y, and 95.9
Y, respectively.

If a threatened or impending condition is present prior to or at the time of the current
inpatient admisson, the indicator is reported Yes.

Example  Threatened abortion 640.03 Y
Impending myocardid infarction 411.1 Y

If an abnormd finding is present prior to or at the time of the current inpatient admission,
the indicator is reported Yes.

Example Hyponatremia 276.1 Y
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If the above conditions are not present at the time of the current inpatient admission, the
indicator is reported No.

Example  Suspected postoperative infection 998.59 N
If the above conditions are not clearly indicated as being present ether at the time of the
current inpatient admission or developing during the current inpatient admisson, the
indicator is reported Uncertain.
Example Possble urinary tract infection was diagnosed
during the Stay. Patient receiving antibiotics for
cholecydtitis prior to admission 599.0 U
Indicators for Obgtetrical Conditions:

If an antepartum condition is present prior to or a the time of the current inpatient
admission, the indicator is reported Yes.

Example  Pregnancy with fetal distress 656.33 Y

If a chronic condition during delivery is present prior to or a the time of the current
inpatient admisson, the indicator is reported Yes.

Example  Pregnancy with diabetes, ddivered 648.01 Y

If a postpartum condition is present prior to or a the time of the current inpatient
admission, theindicator is reported Yes.

Example Third degree perined laceration following delivery a home 664.24
Y

If the above conditions are not present at the time of the current inpatient admission, the
indicator is reported No.

Example  Postpartum fever, delivered 670.02 N

If an acute condition develops during ddlivery and it is not present prior to or at the time
of the current inpatient admission, the indicator is reported No.

Example  Third degree perined laceration during delivery 664.21 N
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If the above conditions are not clearly indicated as being present either a the time of the
current inpatient admisson or developing during the current inpatient admisson, the
indicator is reported uncertain.
Example Ddivery and breast abscess diagnosed during stay 675.11 U
Indicators for V Codes:

If a'V code identifies a birth or an outcome of ddivery at the time of the current
inpatient admisson, the indicator is reported Yes.

Example Newborn V30.00 Y
Singleliveborn infant V27.0 Y

If aV code identifies the reason for admisson a the time of the current inpatient
admission, theindicator is reported Yes.

Example  Admission for chemotherapy V58.1 Y

If aV code identifies a history or Satus at the time of the current inpatient admission, the
indicator isreported Yes.

Example Status colostomy V44.3 Y

If aV code identifies a problem that develops during the current inpatient admission, the
indicator is reported No.

Exanple Cancded surgery V64.1 N

If aV code identifies exposure to a communicable disease during the current inpatient
admission, the indicator is reported No.

Example  Exposure to strep throat during current admission V01.8 N
If aV code identifies a Stuation and it is not clearly indicated as being present ether a
the time of the current inpatient admission or developing during the current inpatient
admission, the indicator is reported Uncertain.

Example Family disruption V61.0 U

73






OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT
CALIFORNIA PATIENT DISCHARGE DATA REPORTING MANUAL, THIRD
EDITION
For Discharge Data for the Years 1999 and 2000

PRINCIPAL PROCEDURE AND DATE Section 97228

The patient’s principal procedure is defined as one that was performed for definitive
treatment rather than one performed for diagnostic or exploratory purposes, or was necessary
to take care of a complication. If there appear to be two procedures that are principal, then
the one most related to the principal diagnosis should be selected as the principal procedure.
Procedures shall be coded according to the ICD-9-CM. If only non-therapeutic procedures
were performed, then a non-therapeutic procedure should be reported as the principal
procedure, if it was a significant procedure. A significant procedureisonethatissurgical in
nature, or carries a procedural risk, or carries an anesthetic risk, or is needed for DRG
assignment. The date the principal procedure was performed shall be reported in numeric
form asfollows:. the 2-digit month, the 2-digit day, and the 4-digit year. The numeric form for
days and months from 1 to 9 must have a zero as thefirst digit.

DISCUSSION

Format for reporting this data element on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

12. PRINCIPAL PROCEDURE
CODE DATE

Month Day Year (4-Digit)

13. OTHER PROCEDURES

Month Day Year (4-Digit)
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Reporting Requirement:  The date of the principa procedure will be reported. If the principa
procedure was performed on June 6, 1999, the reported value is 06061999.

ICD-9-CM Codes. Refer to the definitions of a sgnificant procedure in the Coding Clinic for
ICD-9-CM, July - August 1985 and Fourth Quarter 1990, and the UHDDS published in the
Federal Register, Volume 50, Number 147, July 31, 1985.

Other Coding Systems. HCPCS and CPT codes are not accepted by OSHPD.

Ambulatory Surgery Fecility and Hospitd Outpatient Services. Petients are sometimes admitted
within 48 hours of procedures performed in a licensed ambulatory surgery facility or as an
outpatient at a hospital. Under certain circumstances, the procedure may be reported on the
discharge data record. If so, the procedure date must be reported when it actualy occurred
and not be changed to the admission date. OSHPD accommodates procedure dates three days
prior to the admission date.
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RACE Section 97218

Effective with discharges on January 1, 1995, the patient’s ethnic and racial background
shall be reported as one choice from the following list of alternatives under ethnicity and one
choice from the following list of alternatives under race:

DISCUSSION

Format for reporting this data element on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

4. RACE
ETHNICITY RACE
1 Hispanic 1 White 4 Asian/Pacific
2 Non-Hispanic 2 Black Islander
3 Unknown 3 Native American/ 5 Other
Eskimo/Aleut 6 Unknown

Race/Ethnicity data is most accurate when the patients are asked to identify their own race and
ethnicity. Sdf-identification may include the use of a form displaying race/ethnicity choices.
Daa quadlity deteriorates when assumptions based on the patient’s or a family member’s name,
physica appearance, place of birth, or primary language are the basis for the determination of
race and ethnicity data.

(&) Ethnicity:

(1) Hispanic. A person who identifies with or is of Mexican, Puerto Rican, Cuban,
Central or South American, or other Spanish culture or origin.

(2) Non-Hispanic.

(3 Unknown.
DISCUSSION

This category includes patients who cannot or refuse to declare ethnicity.
(b) Race:

(1) White. A person having origins in or who identifies with any of the original
Caucasian peoples of Europe, North Africa, or the Middle East.
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(2) Black. A person having originsin or who identifies with any of the black racial
groups of Africa.

(3) Native American/Eskimo/Aleut. A person having originsin or who identifies with
any of the original peoples of North America, and who maintains cultural identification
through tribal affiliation or community recognition.

(4) Asian/Pacific Islander. A person having originsin or who identifies with any of
the original oriental peoples of the Far East, Southeast Asia, the Indian subcontinent, or the
Pacific Isands. Includes Hawaii, Laos, Vietham, Cambodia, Hong Kong, Taiwan, China,
India, Japan, Korea, the Philippine I slands, and Samoa.

DISCUSSION

To bridge the gap between geography and specific names that may be used to describe Asians,
the following list of Asian and Pecific Idander groups reported in the 1990 U.S. Census is
provided: Asian Indian (as opposed to American Indians), Bangladeshi, Bhutanese, Borneo,
Burmese, Cdebesan, Chinese, Fijian, Filipino (Philippine), Formosan, Guamanian, Hawaiian,
Hmong, Indochinese, Indonesian, Iwo-Jiman, Japanese, Javanese, Korean, Laotian, Maayan,
Malvidian, Meanesian, Micronesan, Nepai, Okinawan, Pakistani, Papua New Guinean,
Polynesian, Samoan, Sikkim, Singaporean, Solomon Idander, Sri Lankan, Sumatran, Tahitian,
Tawanese, Tha (Thalland), Tibetan, Tongan, and Viethamese.

(5) Other. Any possible options not covered in the above categories.

DISCUSSION
This category includes patients who cite more than one race.
(6) Unknown.

DISCUSSION

This category includes patients who cannot or refuse to declare race.
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ADDITIONAL DISCUSSION FOR ALL CATEGORIES
Determining Ethnicity and Race:
Hispanic origin or descent is not to be confused with race. A person of Hispanic origin may

be of any race.

The patient’s ethnicity and race data may be most accurately obtained directly from the
patient. Salf-identification may include the use of aform presenting choices.

The qudity of ethnicity and race data deteriorates when determination is based upon the
patient’s or a family member's name, physicd appearance, place of birth, or primary
language.

If the patient is unable to respond, a family member may declare the patient’s ethnicity and
race.

Ethnicity and Race of a Newborn: The parent(s) declares the ethnicity and race of a newborn.
If the parent(s) is unable or unwilling to declare the newborn’s race, it is gppropriate to report
the ethnicity and race of the mother for that of the newborn.

Multiracial Persons:

If apatient identifies with more than one of OSHPD' s race categories.

It may be gppropriate for the patient to choose any one of the categories that is at least
partialy accurate.

It may be appropriate for the patient to choose “Other.”
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SEX Section 97217

The patient’s gender shall be reported as male, female, other, or unknown. “Other”
includes sex changes, undetermined sex, and live births with congenital abnormalities that
obscure sex identification. “Unknown” indicates that the patient’s sex was not available
from the medical record.

DISCUSSION

Format for reporting this data eement on the Manua Absiract Reporting Form for discharges
occurring on or after January 1, 1999:

3. SEX
1 Male 3 Other
2 Female 4 Unknown

Whenever a diagnosis is sex specific, the reported sex must be consstent with the reported
ICD-9-CM diagnosis code.
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SOURCE OF ADMISSION Section 97222

Effective with discharges on or after January 1, 1997, in order to describe the patient’s
source of admission, it is necessary to address three aspects of the source: first, the site from
which the patient originated; second, the licensure of the site from which the patient
originated; and, third, the route by which the patient was admitted. One alternative shall be
selected from the list following each of three aspects:

DISCUSSION

Format for reporting this data eement on the Manua Absiract Reporting Form for discharges
occurring on or after January 1, 1999:

7. SOURCE OF ADMISSION

SITE LICENSURE OF SITE ROUTE

1 Home 6 Other Inpatient 1 This Hospital 1 Your ER

2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital (or no ER)

3 Ambulatory 8 Prison/Jall 3 Not a
Surgery 9 Other Hospital

4 SN/IC

5 Acute Inpatient Hospital Care

(@ Thesitefrom which the patient was admitted.

(1) Home. A patient admitted from the patient’s home, the home of a relative or
friend, or a vacation site, whether or not the patient was seen at an outpatient clinic or
physician’s office, or had been receiving home health services or hospice care at home.

DISCUSSION

See Examples 1, 2, 3, 14, 15, and 16 at the end of this section.
This category includes

Petients admitted from a home environment (eg., haf-way house, group home, community
carefacility, foster care, women's shelter, mother who ddivers at an ABC).

The mother who ddlivers a home and the baby born at home.
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Homedess persons, who by definition lack a residence, may nevertheless gppropriately be
admitted from this category. Use SOA Site “Home’ to indicate that the patient came from a
gte not included in the license of any hospitdl.

2) Residential Care Facility. A patient admitted from a facility in which the patient
resides and that provides special assistance to its residents in activities of daily living, but
that provides no organized healthcare.

DISCUSSION

See Example 24 and at the end of this section.
This category includes patients admitted from:

Various types of facilities that provide supportive and custodiad care. The facilities are
licensed by the Cdifornia Department of Socid Services and are not consdered to be
hedth facilities. The facilities are referred to by a variety of terms (eg., board and care,
resdentid care facilities for the elderly).

MHRCs. See Glossary of Terms and Abbreviations (Appendix A) for definition.
(3) Ambulatory Surgery. A patient admitted after treatment or examination in an
ambulatory surgery facility, whether hospital-based or a freestanding licensed ambulatory

surgery clinic or certified ambulatory surgery center. Excludes outpatient clinics and
physicians' offices not licensed and/or certified as an ambulatory surgery facility.

DISCUSSION

See Examples 17 and 18 at the end of the section.

This category includes patients admitted from an out of Sate, federa, or foreign licensed
ambulatory surgicd facility.
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(4) Skilled Nursing/Intermediate Care. A patient admitted from skilled nursing care
or intermediate care, whether freestanding or hospital-based, or from a Congregate Living
Health Facility, as defined by Subdivision (i) of Section 1250 of the Health and Safety Code.

DISCUSSION

See Examples 9, 10, 11, 12, and 13 at the end of the section.

This category includes patients admitted from:
A sKkilled nursing bed for the Medi-Ca Subacute Care Program. See Glossary of Terms
and Abbreviations (Appendix A) for definition.
A skilled nursing bed for the Medi-Cd Trangtiond Care Program. See Glossary of Terms
and Abbreviations (Appendix A) for definition.
An acute care bed that is used to provide skilled nursing care in an approved swing bed
program.
A Cdifornia Department of Corrections (prison) skilled nuraing facility.
An out of date, federd, or foreign hospital.

AnIMD. SeeGlossary of Terms and Abbreviations (Appendix A) for definition.
(5) Acute Hospital Care. A patient who was an inpatient at a hospital, and who was
receiving inpatient hospital care of a medical/surgical nature, such as in a perinatal,

pediatric, intensive care, coronary care, respiratory care, newborn intensive care, or burn unit
of a hospital.

DISCUSSION

See Examples 19 and 20 at the end of the section.
This category includes patients admitted from:
A Cdifornia Department of Corrections (prison) hospitd.

An acute care bed for the Medi-Ca Subacute Care Program at another hospital only. See
Glossary of Terms and Abbreviations (Appendix A) for definition.

An acute care bed for the Medi-Ca Trangtiond Care Program at another hospita only.
See Glossary of Terms and Abbreviations (Appendix A) for definition.

An out of gtate, federd, or foreign hospital.
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(6) Other Hospital Care. A patient who was an inpatient at a hospital, and who was
receiving inpatient hospital care not of a medical/surgical nature, such as in a psychiatric,
physical medicine rehabilitation, or chemical dependency recovery treatment unit.

DISCUSSION

See Examples 21, 22, and 23 at the end the section.
This category includes patients admitted from an out of State, federd, or foreign hospita.

(7) Newborn. A baby born alivein this hospital.
DISCUSSION

See Example 8 a the end of the section.

This category includes newborns born in your hospital with a principd diagnoss code of V30
V39 with the fourth digit of O.

This category excludes infants with a principa diagnods code of V30-V 39 with the fourth digit
1 (born before admission to hospitd).

(8) Prison/Jail. A patient admitted from a correctional institution.
DISCUSSION
This category includes patients admitted from juvenile hal.
This category excludes patients admitted from Department of Corrections (prison) hospitas.

(9) Other. A patient admitted from a source other than mentioned above. Includes
patients admitted from a freestanding, not hospital-based, inpatient hospice facility.
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DISCUSSION

See Examples 4, 5, 6, and 7 at the end of the section.
This category includes some infants born before admission to the hospita.
Born before admission to hospital includes, but is not limited to, an infant born a the following

gtes
AutomobileY our or another hospitd’s:
Taxicab Emergency room
Ambulance Waiting room
ABC or other outpatient clinic Elevator
Physcian's office Lobby
Retall store Parking lot

This category excludes infants born at home before admission to hospital and patients admitted
from afedera hospitdl.

(b) Licensure of the site.
DISCUSSION

The categories refer to whether the place from which the patient was admitted isincluded on the
admitting hospitdl’ s license, some other hospitd’ s license, or is not included in the license of any
hospitd.

If your facility’ s licensure is unknown, contact OSHPD.

If agte'slicensure is unknown, ask someone at the Ste whether it is licensed as part of another
hospital or whether it is freestanding.

(1) This Hospital. The Ambulatory Surgery, Skilled Nursing/Intermediate Care,
Acute Hospital Care, or Other Hospital Care from which the patient was admitted was
operated as part of the license of thishospital. Includesall newborns.
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DISCUSSION

See Examples 4, 8, 10, 12, 18, 19, 21, and 22 at the end of the section.
This category aso includes babies born in your hospital’ s ER before admisson to hospitd.

This category includes patients admitted from a consolidated hospitd that has eected to submit
one discharge data report to OSHPD. Admitted from a

TOC1bedtoaTOC 3, 4, 5, or 6 bed.
TOC 3bedtoaTOC 1, 4, 5, or 6 bed.
TOC 4 bedtoaTOC 1, 3, 5, or 6 bed.
TOC5bedtoaTOC 1, 3, 4, or 6 bed.
TOC6hbedtoaTOC 1, 2, 3, or 5 bed.

(2) Another Hospital. The Ambulatory Surgery, Skilled Nursing/I ntermediate Care,
Acute Hospital Care, or Other Hospital Care from which the patient was admitted was
operated as part of the license of some other hospital.

DISCUSSION

See Examples 6, 9, 13, 20, and 23 at the end of the section.

This category includes patients admitted from a consolidated hospital that has eected to submit
two or more discharge data reports to OSHPD.

This category includes babies born in another hospital’ s ER before admission to your hospitd.

This category includes patients admitted from another date, a federd, or a foreign hospitd.
Federd hospitds may include Veterans Adminigtration, Depatment of Defense, or Public
Hedth Service hospitds.

(3) Not a Hospital. The site from which the patient was admitted was not operated
under the license of a hospital. Includes all patients admitted from Home, Residential Care,
Prison/Jail, and Other sites. Includes patients admitted from Ambulatory Surgery or Skilled
Nursing/Intermediate Care sites that were not operated under the authority of the license of
any hospital. Excludes all patients admitted from Acute Hospital Care or Other Hospital
Care.
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DISCUSSION

See Examples 1, 2, 3,5, 7, 11, 14, 15, 16, 17, and 24, at the end of the section.
This category includes patients admitted from:

Home Retail store

Street Physcian's office
Resdentid Care Facility

Freestanding nursing home Y our or another hospitd’s:
Freestanding licensed ambulatory surgery facility Waiting room

ABCs or other outpatient clinic Elevator

Automobile Lobby

Taxicab Parking lot

Ambulance

() Route of admission.

(1) Your Emergency Room. Any patient admitted as an inpatient after being treated
or examined in this hospital’s emergency room. Excludes patients seen in the emergency
room of another hospital.

DISCUSSION
SeeExamples 1, 2,4, 7,9, 14, 15, and 17 at the end of the section.
(2) Not Your Emergency Room. Any patient admitted as an inpatient without being
treated or examined in this hospital’s emergency room. Includes patients seen in the

emergency room of some other hospital and patients not seen in any emergency room.

DISCUSSION

See Examples 3, 5, 6, 8, 10, 11, 12, 13, 16, 18, 19, 20, 21, 22, 23, and 24 at the end of the
section.
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EXAMPLES OF SOURCE OF ADMISSION (SOA)

EMERGENCY ROOM

1. John arrives at Hospitd A and is seen in the Emergency Room (ER). Heisreferred to
your hospita, Hospitd B. Heis seen in your ER and is admitted.

Q. What is John's Source Of Admission at your hospital?

A. John was not an inpatient at

baow.

John's Source of Admission would be reported as “Home’ if he were a homeless person

Hospitd A s0 his SITE would be “Home’(1). “Home’ is
an unlicensed location so the LICENSURE OF SITE would be “Not a Hospital” (3) John
was seen in your ER so ROUTE would be “Your ER” (1), which is reported as shown

because “home’ refersto many dtesthat are not included on the license of any hospital.

7. SOURCE OF ADMISSION

SITE

1 Home 6 Other Inpatient

2 Residential Hospital Care
Care Facility 7 Newborn

3 Ambulatory 8 Prison/Jail
Surgery 9 Other

4 SN/IC

5 Acute Inpatient Hospital Care

LICENSURE OF SITE

1 This Hospital
2 Another

Hospital 3
3 Nota

Hospital

ROUTE

1 Your ER
2. Not Your ER

(or no ER)

2. Jane arrives a Hospitd A and is seen in the ER. Hospital A arranges for Jane to be admitted to

your hospitd. Sheis sent to your hospital by ambulance and admitted.
Q. What is Jan€'s Source Of Admission at your hospital ?

A. Janewas not an inpatient a Hospita A, and her vist to the ER of Hospital A isirrdevant to
reporting SOA a your hospitd, so her SITE would be “Home’(1). “Home’ is an
unlicensed location so the LICENSURE OF SITE would be “Not a Hospitd” (3). Jane
was seen in your ER so ROUTE would be “Your ER” (1), which is reported as shown

beow.

SITE

1 Home

2 Residential
Care Facility

3 Ambulatory
Surgery

4 SN/IC

7. SOURCE OF ADMISSION

6 Other Inpatient

Hospital Care

7 Newborn
8 Prison/Jail

9 Other

5 Acute Inpatient Hospital Care

LICENSURE OF SITE

1 This Hospital
2 Another

Hospital 3
3 Nota

Hospital

ROUTE

1 Your ER
2. Not Your ER

(orno ER)

EXAMPLES OF SOURCE OF ADMISSION (SOA)
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INFANT BORN AT HOME

3. Alexiisborna home. Alexi and his mother are taken by ambulance to your hospita and
admitted.

Q. Wha isAlexi’s Source Of Admission at your hospital?

A. HisSITE would be “Home’ (1). “Home’ is an unlicensed location so the LICENSURE OF
SITE would be “Not a Hospitd” (3). He was not seen in your ER so ROUTE would be
“Not Your ER” (2), which is reported as shown below.

7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn 1 Hospital 3 (or no ER) 2
3 Ambulatory 8 Prison/Jail 3 Not a
Surgery 9 Other Hospital
4 SN/IC
5 Acute Inpatient Hospital Care
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EXAMPLES OF SOURCE OF ADMISSION (SOA)
BORN BEFORE ADMISSION
Sueisbornin the ER at your hospital before her mother is admitted. Sue is admitted to
the nursery.

Q. What is Sue's Source Of Admission at your hospital?

A. Her SITE would be “ Other” (9). because Sue was born within the hospital but before
admission (refer to the definition of “Other”). The LICENSURE OF SITE would be
“ThisHospitd” (1) and ROUTE would be“Your ER” (1), which is reported as shown

below.
7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 1 (or no ER)
3 Ambulatory 8 Prison/Jail 3 Not a
Surgery 9 Other Hospital
4 SN/IC

5 Acute Inpatient Hospital Care

Geneisborn in ataxicab. Baby Gene devel ops complications and is admitted to your

hospital.

Q. What is newborn Gene' s Source Of Admission at your hospital?

A. His SITE would be “Other” (9). because Gene was born before admission to the hospital
(refer to the definition of “Other”). The LICENSURE OF SITE would be

“Not a Hospital” (3) and ROUTE would be “Not Your ER” (2), which is reported as
shown below.

7. SOURCE OF ADMISSION

SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 3 (or no ER)
3 Ambulatory 8 Prison/Jall 3 Not a
Surgery 9 Other Hospital
4 SN/IC

5 Acute Inpatient Hospital Care
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EXAMPLES OF SOURCE OF ADMISSION (SOA)
BORN BEFORE ADMISSION

Caal isborn inthe ER of Hospita A which does not have a perinata unit. Cardl is
transferred to your hospital and admitted directly to the nursery.

Q. What is Carol’s Source Of Admission a your hospita?

A. Her SITE would be “Other” (9). because Carol was born before admission to the hospital
(refer to the definition of “Other”). The LICENSURE OF SITE would be “ Another
Hospital” (2) and ROUTE would be “Not Your ER’ (2), which is reported as shown

below.
7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 2 (or no ER)
3 Ambulatory 8 Prison/Jail 3 Not a
Surgery 9 Other Hospital
4 SN/IC

5 Acute Inpatient Hospital Care

Kriginisbornin her parents automobile on the way to the hospitd. Sheis seenin your

ER and admitted.

Q. What isKrigin's SOA at your hospital?
A. Her SITE would be “Other” (9). because Kristen was born before admission to the

hospital (refer to the definition of “Other™). The LICENSURE OF SITE would be “Not
aHogpitd” (3) and ROUTE would be “Your ER” (1), which is reported as shown below.

7. SOURCE OF ADMISSION

5 Acute Inpatient Hospital Care

SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 3 (or no ER)
3 Ambulatory 8 Prison/Jall 3 Nota
Surgery 9 Other Hospital
4 SN/IC
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EXAMPLES OF SOURCE OF ADMISSION (SOA)
NEWBORN, BORN IN HOSPITAL

Jessicais admitted to your hospital and ddlivers twins by C-section.
Q. What is the SOA for each newborn twin at your hospital?

A. Eachtwin's SITE would be “Newborn” (7). The LICENSURE OF SITE would be
“This Hospitd” (1) and ROUTE would be “Not Your ER” (2), which is reported as
shown below.

7. SOURCE OF ADMISSION

5 Acute Inpatient Hospital Care

SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 1 (or no ER)
3 Ambulatory 8 Prison/Jall 3 Not a
Surgery 9 Other Hospital
4 SN/IC

SKILLED NURSING /INTERMEDIATE CARE

Juneisan inpatient in the skilled nurang fadility at a Psychiatric Hospital. She compains
of abdomind pain. Sheistaken to your hospital, examined in the ER, and admitted to
acute care.
Q. What isJune's SOA a your hospita?

A. June' s SITE would be“SN/IC"(4). The LICENSURE OF SITE would be “ Another
Hospital” (2) and ROUTE would be “Y our ER” (1), which is reported as shown below.

7. SOURCE OF ADMISSION

5 Acute Inpatient Hospital Care

SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 2 (or no ER)
3 Ambulatory 8 Prison/Jall 3 Nota
Surgery 9 Other Hospital
4 SN/IC
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EXAMPLES OF SOURCE OF ADMISSION (SOA)
SKILLED NURSING /INTERMEDIATE CARE
10. Julieisan inpatient in the skilled nuraing facility of your hospita. She complains of pain
and istransferred to acute care at your hospital.

Q. What is duli€'s Source Of Admission for her acute care record at your hospital?

A. dulie¢ s SITE would be “SN/IC”(4). The LICENSURE OF SITE would be“This
Hospital” (1) and ROUTE would be “Not Your ER” (2), which is reported as shown

below.

7. SOURCE OF ADMISSION

SITE LICENSURE OF SITE ROUTE

1 Home 6 Other Inpatient 1 This Hospital 1 Your ER

2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 1 (or no ER)

3 Ambulatory 8 Prison/Jail 3 Not a
Surgery 9 Other Hospital

4 SN/IC

5 Acute Inpatient Hospital Care

11. Roger isan inpatient in afreestanding nurang home. Heistaken to Hospital A and seenin
the ER. Roger should be admitted but Hospital A isfull and transfers Roger to your
hospitd. At your hospital, Roger is admitted directly to acute care.

Q. What is Roger’s Source Of Admission for his acute care record a your hospital?

A. Roger’s SITE would be “SN/IC’(4). The LICENSURE OF SITE would be “Not a
Hospitd” (3) and ROUTE would be “Not Your ER” (2), which is reported as shown
below. (Roger was not admitted to Hospital A, so his SITE would be the nursing home.
HisER vidt a Hospitd A cannot be reported as ER at your hospita).

7. SOURCE OF ADMISSION

SITE LICENSURE OF SITE ROUTE

1 Home 6 Other Inpatient 1 This Hospital 1 Your ER

2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 3 (or no ER)

3 Ambulatory 8 Prison/Jall 3 Not a
Surgery 9 Other Hospital

4 SN/IC

5 Acute Inpatient Hospital Care
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EXAMPLES OF SOURCE OF ADMISSION (SOA)
SKILLED NURSING / INTERMEDIATE CARE —CONSOL IDATED, ONE REPORT

A CONSOLIDATED HOSPITAL tha submits ONE REPORT with one Hospital
| dentification Number:

12. Isabd isan inpatient in the skilled nursing facility of your hospitd. Sheis trandferred to acute care
at your hospital.

Q. What islsabe’s Source Of Admission for her acute care record at your hospital ?

A. Isabel’s SITE would be “SN/IC’(4). The LICENSURE OF SITE would be “This
Hospital” (1) and ROUTE would be “Not Your ER” (2), which is reported as shown

below.

7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER

Care Facility 7 Newborn 4 Hospital 1 (orno ER) 2
3 Ambulatory 8 Prison/Jail 3 Nota

Surgery 9 Other Hospital
4 SN/IC
5 Acute Inpatient Hospital Care

SKILLED NURSING / INTERMEDIATE CARE — CONSOLIDATED, TWO REPORTS

For a CONSOLIDATED HOSPITAL that submits TWO OR MORE REPORTS with separate Hospital
I dentification Numbers

13. Jason is an inpatient in the skilled nuraing facility of your hospita. He is transferred to acute care
at your hospital.

Q. What is Jason's Source Of Admission for his acute care record a your hospital?

A. Jason's SITE would be “SN/IC”(4). The LICENSURE OF SITE would be “Another
Hospital” (2) and ROUTE would be “Not Your ER” (2), which is reported as shown

below.

7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER

Care Facility 7 Newborn 4 Hospital 2 (or no ER) 2
3 Ambulatory 8 Prison/Jalil 3 Nota

Surgery 9 Other Hospital
4 SN/IC
5 Acute Inpatient Hospital Care

EXAMPLES OF SOURCE OF ADMISSION (SOA)

93



OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT
CALIFORNIA PATIENT DISCHARGE DATA REPORTING MANUAL, THIRD
EDITION
For Discharge Data for the Years 1999 and 2000

HOME

14. Shantelle has outpatient surgery a a licensed Ambulatory Surgery Center and returns home.
Later she arrivesin your ER and is admitted.

Q. What is Shantelle' s Source Of Admission at your hospital ?

A. Shantedleés SITE would be “Home” (1). The LICENSURE OF SITE would be “Not a
Hospitd” (3) and ROUTE would be “Your ER” (1), which is reported as shown below.

7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn 1 Hospital 3 (or no ER) 1
3 Ambulatory 8 Prison/Jall 3 Not a
Surgery 9 Other Hospital
4 SN/IC
5 Acute Inpatient Hospital Care

15. Ray wasan inpatient at Hospitd A and was discharged home. Later Ray is seenin your ER
and is admitted as an inpatient.

Q. Wha isRay’s Source Of Admission at your hospital ?

A. Ray’'s SITE would be “Home’ (1). The LICENSURE OF SITE would be “Not a
Hospita” (3) and ROUTE would be “Your ER” (1), which is reported as shown below.

7. SOURCE OF ADMISSION

SITE LICENSURE OF SITE ROUTE

1 Home 6 Other Inpatient 1 This Hospital 1 Your ER

2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 3 (or no ER)

3 Ambulatory 8 Prison/Jail 3 Not a
Surgery 9 Other Hospital

4 SN/IC

5 Acute Inpatient Hospital Care
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EXAMPLES OF SOURCE OF ADMISSION (SOA)
OBSERVATION

16. Tonyaisan outpatient in the observation unit of your hospitd. Later sheis admitted to
acute care at your hospital.

Q. Wha is Tonya's Source Of Admission at your hospital?

A. Tonya's SITE would be “Home’ (1). The LICENSURE OF SITE would be “Not a
Hospital” (3) and ROUTE would be “Not Your ER” (2), which is reported as shown

below.

7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER

Care Facility 7 Newborn 1 Hospital 3 (orno ER) 2
3 Ambulatory 8 Prison/Jail 3 Nota

Surgery 9 Other Hospital
4 SN/IC
5 Acute Inpatient Hospital Care

AMBULATORY SURGERY

17. During Chelseals surgery at a licensed Ambulatory Surgery Center complications develop, sheis
trangported to the ER of your hospita, and is admitted.

Q. What is Chelsed' s Source Of Admission at your hospita?

A. Chelsed's SITE would be “Ambulatory Surgery” (3). The LICENSURE OF SITE would
be “Not aHospital” (3) and ROUTE would be “Your ER” (1), which is reported as shown

below.
7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital (or no ER)
3 Ambulatory 8 Prison/Jail 3 3 Nota 3 1
Surgery 9 Other Hospital
4 SN/IC
5 Acute Inpatient Hospital Care
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EXAMPLES OF SOURCE OF ADMISSION (SOA)
AMBULATORY SURGERY

18. During surgery at your hospitd’s licensed Ambulatory Surgery facility Sarahas an
adverse reaction and is admitted to the Intensive Care Unit & your hospital.
Q. What is Sara’s Source Of Admission at your hospita?
A. Sards SITE would be “Ambulatory Surgery” (3). The LICENSURE OF SITE would be

“ThisHospital” (1) and ROUTE would be “Not Your ER” (2), which is reported as shown

below.
7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 1 (or no ER) 2
3 Ambulatory 8 Prison/Jail 3 Not a
Surgery 9 Other Hospital
4 SN/IC
5 Acute Inpatient Hospital Care

ACUTE INPATIENT HOSPITAL CARE

19. Jacob, an inpatient in your acute care, istransferred to the skilled nursing distinct part of

your hospitd.

Q. What isthe Source Of Admission on Jacob’s skilled nuraing record a your hospital?

A. Jacob's SITE would be “ Acute Inpatient Hospital Care” (5). The LICENSURE OF SITE
would be “This Hospitd” (1) and ROUTE would be “Not Your ER” (2), which is reported
as shown below.

7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 1 (or no ER) 2
3 Ambulatory 8 Prison/Jall 3 Not a
Surgery 9 Other Hospital
4 SN/IC
5 Acute Inpatient Hospital Care

EXAMPLES OF SOURCE OF ADMISSION (SOA)
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ACUTE INPATIENT / VA HOSPITAL

20. Thomasistransferred from aVVA hospitd to your hospitd.
Q. Wha is Thomas' s Source Of Admission a your hospital?

A. Thomas's SITE would be “Acute Inpatient Hospital Care’ (5). The LICENSURE OF
SITE would be “Ancther Hospitd” (2) and ROUTE would be “Not Your ER” (2), which
is reported as shown below.

SITE

1 Home

2 Residential
Care Facility

3 Ambulatory
Surgery

4 SN/IC

7. SOURCE OF ADMISSION

6 Other Inpatient
Hospital Care

7 Newborn
8 Prison/Jail

9 Other

5 Acute Inpatient Hospital Care

LICENSURE OF SITE

1 This Hospital
2 Another

Hospital 2
3 Not a

Hospital

ROUTE

1 Your ER
2. Not Your ER

(or no ER) 2

REHABILITATION / OTHER INPATIENT HOSPITAL CARE

21. Sly isreceiving inpatient physca rehabilitation carein your hospitd. Sheis

transferred to acute care at your hospitd.

Q. Wha isthe Source Of Admission on Sally’s acute care record at your hospital ?

A. Sly’'s SITE would be “Other Inpatient Hospital Care’ (6). The LICENSURE OF SITE
would be “This Hogpitdl” (1) and ROUTE would be “Not Your ER” (2), which is reported
as shown below.

SITE

1 Home

2 Residential
Care Facility

3 Ambulatory
Surgery

4 SN/IC

7. SOURCE OF ADMISSION

6 Other Inpatient
Hospital Care

7 Newborn
8 Prison/Jail

9 Other

5 Acute Inpatient Hospital Care

LICENSURE OF SITE

1 This Hospital
2 Another

Hospital 1
3 Not a

Hospital

ROUTE

1 Your ER
2. Not Your ER

(or no ER) 2
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EXAMPLES OF SOURCE OF ADMISSION (SOA)
PSYCHIATRIC/OTHER INPATIENT

22. Jack isreceiving psychiatric care a your hospitd. Heistransferred to acute care a your
hospitd.
Q. Wha isthe Source Of Admission on Jack’s acute care record a your hospital ?

A. Jack’s SITE would be “Other Inpatient Hospital Care’ (6). The LICENSURE OF SITE
would be “This Hospitd” (1) and ROUTE would be “Not Your ER” (2), which is reported
as shown below.

7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER
Care Facility 7 Newborn Hospital 1 (or no ER) 2
3 Ambulatory 8 Prison/Jail 3 Not a
Surgery 9 Other Hospital
4 SN/IC
5 Acute Inpatient Hospital Care

23. A Psychiatric Hospita transfers Ralph to your hospitdl, where heis admitted.
Q. What isthe Source Of Admission on Raph's acute care record at your hospital?

A. Raph's SITE would be “Other Inpatient Hospital Care” (6). The LICENSURE OF SITE
would be “Ancther Hospitd” (2) and ROUTE would be “Not Your ER” (2), which is

reported as shown below.

7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER

Care Facility 7 Newborn Hospital 2 (or no ER) 2
3 Ambulatory 8 Prison/Jail 3 Not a

Surgery 9 Other Hospital
4 SN/IC
5 Acute Inpatient Hospital Care
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EXAMPLES OF SOURCE OF ADMISSION (SOA)
RES DENTIAL CARE FACILITY

24. Bailey livesin aResdentid Care Facility. Heisadmitted to inpetient careat your ~ hospitd.
Q. What isthe Source Of Admisson on Bailey’'sinpatient record at your hospital?

A. Baley's STE would be “Redsdential Care Facility” (2). The LICENSURE OF SITE
would be “Not a Hospitd” (3) and ROUTE would be “Not Your ER” (2), which is

reported as shown below.

7. SOURCE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER
2 Residential Hospital Care 2 Another 2. Not Your ER

Care Facility 7 Newborn 2 Hospital 3 (or no ER) 2
3 Ambulatory 8 Prison/Jall 3 Not a

Surgery 9 Other Hospital
4 SN/IC
5 Acute Inpatient Hospital Care
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TOTAL CHARGES Section 97230

Thetotal charges are defined as all charges for services rendered during the length of stay
for patient care at the facility, based on the hospital’s full established rates. Charges shall
include, but not be limited to, daily hospital services, ancillary services, and any patient care
services. Hospital-based physician fees shall be excluded. Prepayment (e.g., deposits and
prepaid admissions) shall not be deducted from Total Charges. If a patient’s length of stay is
more than 1 year (365 days), report Total Charges for the last year (365 days) of stay only.

DISCUSSION

Format for reporting this data eement on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

16. TOTAL CHARGES

(Report whole dollars only, right justified)

Reporting Requirements.
When there are no charges (no hill generated) for the hospital stay, $1 should be reported.
Charges should be rounded to the nearest dollar.

Charges for newborns must be reported on the newborn’'s discharge data record and
excluded from the mother’ s discharge data record.

Tota Charges are the amount billed for the stay at full established rates (before contractua
adjustments).

Examples of chargesto be included:

Daily hospita services

Ancillary sarvices

Other services defined as patient care

Prepayments (e.g., deposits and prepaid admissions)

Bundled ambulatory surgery, outpatient, and/or observation charges
L ate revenue adjustments
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Examples of chargesto be excluded:
Hospital-based physician fees Guest trays
Medicare bed hold charges Take-home drugs
for skilled nursaing care Video cassette recorder
Tdevison Follow-up home hedth vigts
Telephone

Length of Stay Greater than 365 Days.

Only total chargesfor the find 365 days are to be reported.

OSHPD divides reported total charges by 365 to find the average charge per day. This
average charge per day is then multiplied by the length of stay. The result is the adjusted

tota charges, which is the amount gppearing in OSHPD publications.

Seven Digit Format: OSHPD’s standard format and specifications for reporting total charges
requires seven digits (0000000 through 9999999); this alows a maximum charge for one
patient of $9,999,999. A total charge of $99,999 or $999,999 indicates to OSHPD that the

charges exceed the field Size utilized by the hospital or designated agent.

Physcian Professond Component: When the hospitd bills patients for physician services and
remits a fee to the physician, whether the fee is in the form of a sdary or a percentage of the
total charges, the fee must be excluded from total charges. Thisis necessary in order to obtain

comparability of charge dataon dl hospitas.

Tota Charges. Each episode of inpatient care must be reported.

Transfer Within the Hospitd: Transfers between Types of Care Within the Hospitd must be
reported to OSHPD as two or more separate discharge data records, including separate
total charges.

Totd Packages A person admitted for a course of treatment (e.g., for psychologica
problems, substance abuse treatment, treatment of an esting disorder) is told that the
payment covers the tota package for al trestments and any later need for inpatient care for
the same purpose (within a certain period of time). After the patient is discharged, a
discharge record must be reported. If the patient is readmitted, another discharge record
must be reported when the patient leaves the hospitd, even if no additiond charge will be
made to the patient. The second and any subsequent record for this course of trestment
would report total charges of $1 (no charge) to OSHPD.
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Live Organ Donors: When a (live) person is admitted for the purpose of donating an organ,
a discharge data record must be reported whether or not a charge is made. If no chargeis
made, report total charges of $1 (no charge).

Interim Billing: Some hospitds have a palicy, for billing purposes, of discharging and
readmitting their extended stay patients a the end of each month. Only one discharge data
record must be reported to OSHPD. That one record must include charges for all days of
inpatient care.
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TYPE OF ADMISSION Section 97223
Effective with discharges on January 1, 1995, the patient’s type of admission shall be
reported using one of the following categories:
DISCUSSION

Format for reporting this data eement on the Manua Abstract Reporting Form for discharges
occurring on or after January 1, 1999:

8. TYPE OF ADMISSION

1 Scheduled

2 Unscheduled

3 Infant, under 24 hrs old
4 Unknown

(&) Scheduled. Admission was arranged with the hospital at least 24 hours prior to
the admission.

DISCUSSION
See Examples 1 and 2, a the end of this section.

An admisson is scheduled when arrangements are made 24 hours or more before the
admisson.

Pre-admission forms filled out by the patient or family and sent to the hospital do not condtitute
a scheduled admission; see Type of Admisson (TOA) Example 3.

(b) Unscheduled. Admission was not arranged with the hospital at least 24 hours
prior to the admission.

DISCUSSION
See Examples 3, 4, 5, and 6, at the end of this section.

An admisson is unscheduled when arrangements are made less than 24 hours before the
admisson.
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(c) Infant. Aninfant lessthan 24 hoursold.
DISCUSSION
See Examples 7 and 8, at the end of this section.

This category includes newborns and al other neonates less than 24 hours old.
All records with the date of birth the same as the admission date must be reported as infant.

A patient with a date of birth two days or more before the admisson date should not be
reported as infant.

(d) Unknown. Nature of admission not known. Does not include stillbirths.
DISCUSSION
See Example 9, at the end of this section.

This category includes patients whose TOA cannot be determined as ether scheduled or
unscheduled.
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EXAMPLES FOR TYPE OF ADMISSION FOR DISCHARGES STARTING 1/1/95
SCHEDULED

. Helen is expected to ddiver on April 1. Her physician schedules her admission for April 3 to induce
labor. Sheisadmitted on April 3. Report “ Scheduled.”

. Henry is seen by his physician on March 15, and upon examination at 9:00 am. on March 15, it is

determined that a cholecystectomy is necessary. He is scheduled for a cholecystectomy at 1:00
p.m. on March 16. Heis admitted at 11:00 am. on March 16 for the scheduled cholecystectomy.
Report “ Scheduled.”

8. TYPE OF ADMISSION

1 Scheduled

2 Unscheduled
3 Infant, under 24 hrs old 1
4 Unknown

UNSCHEDULED

. Jdune is expected to deliver on April 1. She goes to the hospita in labor and is admitted on that
date. Even though the pre-admission forms may have been filled out months previoudy, Report
“Unscheduled.”

. At 2:00 p.m. on March 14, Jack is examined, and it is determined that admission is necessary. Heis
scheduled for admission at 4:00 p.m. on March 15. Complications develop, and Jack is admitted at
11:00 am. on March 15. Report “Unscheduled.”

. Jason is scheduled two weeks in advance for surgery at your hospital’ s licensed ambulatory surgery

fecility. After surgery, complications develop in the recovery area, and he is admitted to inpatient
care. Report “Unscheduled.”
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EXAMPLES FOR TYPE OF ADMISSION FOR DISCHARGES STARTING 1/1/95
UNSCHEDULED

On December 22, a 10:00 am., Mary’s physcian cdled the skilled nursing facility and made
arrangements to transfer her from acute care a the hospital on December 23, a 2:00 p.m. On
December 22, Mary is trandferred to the skilled nurang facility a 4:00 p.m. because a bed
became available early. Report “Unscheduled” at the skilled nuraing facility.

8. TYPE OF ADMISSION

1 Scheduled

2 Unscheduled
3 Infant, under 24 hrs old 2
4 Unknown

INFANT

Heether is born a Hospitd A and immediately (within 24 hours) is trandferred to Hospitd B’s
NICU. Both Hospital A and Hospita B Report Infant.

. Glendais born a home on July 10, a 3:00 am. On July 10, she develops jaundice and is admitted
to the hospital at 11:00 p.m. Report Infant.

8. TYPE OF ADMISSION

1 Scheduled

2 Unscheduled
3 Infant, under 24 hrs old 3
4 Unknown
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EXAMPLES FOR TYPE OF ADMISSION FOR DISCHARGES STARTING 1/1/95
UNKNOWN
9. Donna presents to the admitting office and gtates that her physician had previoudy scheduled her

admisson. The patient’s information isin the reservation log; however, neither the date nor the time
the call was taken isrecorded. Report Unknown.

8. TYPE OF ADMISSION

1 Scheduled

2 Unscheduled
3 Infant, under 24 hrs old 4
4 Unknown
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ZIP CODE Section 97219

The “ZIP Code,” a unique code assigned to a specific geographic area by the U.S. Postal
Service, for the patient’s usual residence shall be reported for each patient discharge.
Foreign residents shall be reported as“ YYYYY” and unknown ZIP Codes shall be reported as
“XXXXX.” If the city of residence is known, but not the street address, report the first three
digits of the ZIP Code, and the last two digits as zeros. Hospitals shall distinguish the
“homeless’ (patients who lack a residence) from other patients lacking a numeric ZIP Code
of residence by reporting the ZI P Code of homeless patientsas“ZZZZZ.” |f the patient hasa
9-digit ZI P Code, only thefirst five digits shall be reported.

DISCUSSION

Format for reporting this data eement on the Manua Absiract Reporting Form for discharges
occurring on or after January 1, 1999:

5. ZIP CODE

Reporting Requirements:

The ZIP Code of the usua residence of the patient must be reported.
Report vistors from aforeign country asYYYYY.

Report an unknown residence as XXXXX.

Report homeless persons as ZZZ77.

If the city is known, but not the Street, report the first three known digits and the last two
digitsaszero. Example: Sacramento, Cdifornia, 95800

Do not report the ZIP Code of the hospitd, third party payer, or billing address if it is
different from the usua residence of the patient.

ZIP Codes may be verified by caling 1-800-ASK-USPS (1-800-275-8777)
The web address is www.USPS.com.
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REQUEST FOR MODIFICATION TO THE CALIFORNIA
HOSPITAL DISCHARGE DATA SET Section 97240

(@) Hospitals may file a request with the Office for modifications to the California
Hospital Discharge Data Set. The modification request must be supported by a detailed
justification of the hardship that full reporting of discharge data would have on the hospital;
an explanation of attempts to meet discharge data reporting requirements; and a description
of any other factors that might justify a modification. Modifications may be approved for only
one year. Each hospital with an approved modification must request a renewal of that
approval 60 days prior to termination of the approval period in order to have the modification
continuein force.

(b) The criteria to be considered and weighed by the Office in determining whether a
modification to discharge data reporting requirements may be granted are as follows:

(1) The modification would not impair the ability of either providers or consumers to
make informed healthcare decisions.

(2) The modification would not deprive the public of discharge data needed to make
comparative choices with respect to scope or type of services or to how services are provided,
and with respect to the manner of payment.

(3) The modification would not impair any of the goals of the Act.

109






OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT
CALIFORNIA PATIENT DISCHARGE DATA REPORTING MANUAL, THIRD
EDITION
For Discharge Data for the Years 1999 and 2000

REQUESTSFOR EXTENSION OF TIME TO FILE
DISCHARGE DATA Section 97241

Extensions are available to hospitals that are unable to complete their submission of
discharge data reports by the due date prescribed in Section 97211. A maximum of 60 daysis
allowed for all extensions, corrections, and resubmittals. Hospitals are encouraged to file
extension requests as soon as it is apparent that the required data will not be completed for
submission on or before their due date. The request for extension shall be postmarked on or
before the required due date of the discharge data report and supported by a letter of
justification that may provide good and sufficient cause for the approval of the extension
request. To provide the Office a basis to determine good and sufficient cause, the letter of
justification shall include a factual statement indicating:

(1) the actions taken by the hospital to produce the discharge data report by the required
deadling;

(2) thosefactorsthat prevent completion of the discharge data report by the deadline; and
(3) those actions and the time (days) needed to accommodate those factors.

The Office shall respond within 10 days of receipt of the request by either granting what
is determined to be a reasonable extension or disapproving the request. If disapproved, the
Office shall set forth the basis for a denial in a notice to the hospital sent by certified mail.
The Office may seek additional information from the requesting hospital. The Office shall
not grant extensions that exceed an accumulated total of 60 days for all extensions and
corrections of discharge data. If a hospital submits the discharge data report prior to the due
date of an extension, those days not used will be applied to the number of remaining
extension days. A hospital that wishes to contest any decision of the Office shall have the
right to appeal, pursuant to Section 97052.

DISCUSSION

As provided in Section 97045 any hospital that does not file a discharge data report by the due
date is lidble for a pendty of $100 a day for each day the discharge data report is late.
Hospitals, not the designated agents, are respongible for filing an extension request to OSHPD.
See Pendlties and Appedls (Appendix B) Section 97045.

If an extengon is not granted, pendties begin to accrue immediately upon the due date. If the
due date has passed, hospitas can till request an extension. The pendty is limited to the days
between the origina due date and the date the extension is filed. An Extenson Regquest
(DD1805) is available in the Forms section of this Manudl.

The maximum dlowance of 60 extenson days applies to the hospitd’s entire semiannua
discharge data report. When hospitals consolidate their licenses, they are then limited to a
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combined maximum of 60 extension days, whether or not a combined (single) discharge data
report or multiple discharge data reports are submitted.

If the due date fals on a Saturday, Sunday, or holiday, the discharge data report or extension
request may be filed the next business day without pendty. Extenson days are cdendar days,
not working days. Requests for extension do not prevent or stop the accrua of pendties unless
the extensons are granted by OSHPD.

If an extension is granted and the hospital submits the discharge data report in fewer days than
alowed, OSHPD will consder only the extenson days actudly used.

The hospitd isliable for pendties, despite any respongbility of designated agents.

When an extension request is filed after the due date and is granted, a $100 per day pendty is
asessed againg the hospita from the due date to the date the extenson request was filed.
When an extension request is denied, a $100 per day pendty is assessed from the due date to
the date the discharge data report isfiled.

When an extension request meets the criteria for granting extensions, the request will be granted
and aletter will be sent to the hospital. When an extension request is denied, written notification
of the denid and an explanation of the basis for the denid will be sent to the hospitd by
Cetified Mail. A hospitd may gpped the denid, as it may apped a pendty. An apped does
not stop the accrud of pendty liabilities. When notices of pendties or denids of extenson
requests are mailed by OSHPD, gppedl indtructions are included.
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Acute Care— See General Acute Care.
Acute Psychiatric Hospital (APH). See Psychiatric Care.

Alternative Birth Center (ABC). A dlinic that is not part of a hospital and that provides comparative
prenatd services and ddivery care to pregnant women who remain less than 24 hours a the facility, as
defined by Subdivision (a)(4) of Section 1204 of the Cdifornia Hedlth and Safety Code.

Ambulatory Care. All types of hedth services provided to patients who are not confined to a hospita
bed as an inpatient during the time services are rendered. Ambulatory services are often referred to as
outpatient services.

Ancillary Services. Inpatient services other than basic room and board and professona services.
Included are radiology, pharmacy, laboratory, emergency room, and home hedlth.

Average Length of Stay (ALOS). Average stay by days of al or a class of inpatients discharged
over agiven period, caculated by dividing the number of inpatient days by the number of discharges.

Boarder. A person other than a patient, such as a parent, child, or spouse of an inpatient, who is
temporarily housed in a hospitd and who is not admitted to the hospita as an inpatient.

California Hospital Discharge Data Set (CHDDS). Cdifornia's hospitd discharge data set
conssting of the data elements of the hospital discharge abstract data record, as specified in Subdivision
(g) of Section 128735 of the Cadifornia Health and Safety Code.

CHAMPUS. Civilian Hedth and Medical Program for the Uniformed Services, now TRICARE.
CHAMPVA. Civilian Hedth and Medica Program for the Veterans Adminigtration.

Chemical Dependency Recovery Hospital. A hedth facility which provides 24-hr inpatient care for
persons who have a dependency on acohol or drugs. Care includes patient counsdling, group and
family therapy, physica conditioning, outpatient services, and dietetic services. The facility shal have a
medicd director who is a physcian and surgeon licensed in Cdifornia

Clinic. A facility providing trestment to patients who do not require admission as inpatients.
Congregate Living Health Facility. A type of hedth facility licensed by the Department of Hedth
Services and defined by Subdivison () of Section 1250 of the Cdifornia Hedth and Safety Code.
These are residentid homes with a capacity of no more than six beds that provide inpatient care,
medica supervison, and 24-hour skilled nursing care.

Consolidation. To formaly combine two or more hospitalsinto asingle licensed legd entity.

Designated Agent. The hospital’s abstractor, an information services firm, or the information services
department in the hospital’ s corporate office.
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Diagnosis Related Group (DRG). A cdassfication scheme with which to categorize petients
according to clinical coherence and expected resource intengty, as indicated by their diagnoses,
procedures, age, sex, and dispostion, and was edtablished and is revised annudly by the U.S.
Hedthcare Financing Adminitration.

Diagnostic and Statistical Manual of Mental Disorders (DSM). Diagnogtic and datistical
classfication sysem produced by and avalable from the American Psychiaric Association,
Washington, D.C.

Discharge. A newborn or person who was formaly admitted to a hospitd as an inpatient for
observation, diagnoss, or treatment, with the expectation of remaining overnight or longer and who is
discharged under one of the following circumstances.

Isformdly discharged from the care of the hospital and leaves the hospitd.
Transfers within the hospital from one level of care to another leve of care.
Has died.

Discharge Days. The totd number of inpatient days between the admisson and discharge dates of
each patient. The day of admisson but not the day of discharge is used in caculating discharge days.
See Inpatient Days and Length of Stay.

Digtinct Part. An identifiable unit accommodating beds and related facilities including, but not limited
to, contiguous rooms, a wing, floor or building that is approved by the State Department of Hedth
Services for a specific purpose, as defined by Section 70027 of the California Code of Regulations.

E-codes. Supplementary Classfication of 1CD-9-CM, containing External Causes of Injury and
Poisoning.

Emergency Room/Department. A unit found in most hospitals that operates on a 24-hour basis and
is organized to provide for unscheduled emergency outpatient services to individuas requiring immediate
medicd attention.

Exclusve Provider Organization (EPO). Identica to a PPO from which the phrase was derived,
except that persons enrolled in the plan are digible to receive benefits only when they use the services of
the contracting providers.

Fax. Facsmile machine.

Freestanding. Not part of a hospital (neither structurally connected to nor organizationaly considered
part of ahospital); not hospital-based.

General Acute Care. Services provided to patient (on the basis of physicians orders and approved
nursing care plans) who are in an acute phase of illness but not to the degree which requires the
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concentrated and continuous observation and care provided in the intensive care centers.

General Acute Care Hospital (GACH). A cdlassfication of hospitd licensure, as defined by
Subdivison (@) of Section 1250 of the Cdifornia Hedlth and Safety Code.

Geographic Origin. The geographic area of a patient, determined by a patient’'s ZIP Code. The ZIP
Codes are then grouped by county, HFPA, and HSA.

Healthcare Financing Administration (HCFA). Component of the U.S. Department of Health and
Human Services that administers the Medicare program and certan aspects of the Medicad
(Cdifornia s Medi-Cdl) program.

Health Facility. Any fadlity, place, or building that is organized, maintained, and operated for the
diagnosis, care, prevention, and trestment of human illness, physica or mentd, including convaescence
and rehabilitation and including care during and after pregnancy, or for any one or more of these
purposes, for one or more persons, to which the persons are admitted for a 24-hour stay or longer, as
defined by Section 1250 of the Cdlifornia Health and Safety Code.

Health Facility Planning Area (HFPA). A geographic areathat is a subdivison of an HSA, which
are used for determining existing and needed hospita facilities and services.

Health Maintenance Organization (HMO). A hedthcare organization that in return for prospective
per capita (capitation) payments, acts as both insurer and provider of comprehensive but specified
medica services. A defined set of physicians provide services to avoluntarily enrolled population.

Health Service Area (HSA). A geographic area conssting of one or more contiguous counties,
previoudy designated by the U.S. Department of Hedlth and Human Services for hedth planning on a
regiond basis.

Hill-Burton. A program of federd support for construction of hospitals and other hedth facilities which

isno longer in existence. Some hospitd's have a remaining community service obligation to provide free
or community services.
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Home Health Services. Hedthcare provided to patients at their place of resdence, at a level less
intensve than hedth facility requirements. Services may include, but are not limited to, nursing care,
intravenous therapy, respiratory/inhaation therapy, eectrocardiology, physica therapy, occupationa
and recreationd therapy, and hospice services.

Hospice. A hospice program is a centrdly administered program of pdliative and support services
which provide psychological, socid and spiritua care for dying persons and their families, focusing on
pain and symptom control for the patient.

Hospital. Generdly, an ingtitution with an organized medica staff whaose primary function is to provide
diagnogtic and therapeutic inpatient services for avariety of conditions, both surgica and non-surgical.

Hospital-based. Pat of ahospita (either structuraly or organizationaly); not freestanding.

Individual Hospital Discharge Data Summary (IHDDS). Semiannud reporting period summary of
the data el ements reported to OSHPD for patients discharged by each Caifornia hospita.

Inpatient. A person who is admitted to a hospitd or long-term care facility and who occupies a bed
for trestment, generaly for at least overnight. Some inpatients do not stay overnight since they die, are
discharged, or are transferred from the hospital before midnight on the day of admission.

Inpatient Days. A measure of inditutional use, usualy measured as the number of inpatients a a
gpecified time (e.g., midnight).

Institute for Mental Disease (IMD). A federd desgnation and not a Cdifornia Department of
Hedlth Services License category. Most IMDs are licensed by the Cdifornia Department of Hedlth
Sarvices as killed nursing facilities.

Intermediate Care. Long-term care that does not meet the standards for skilled nursing care, but is
dill nursng care, but is dill dassfied as a hedth service. An intermediate care fadility is defined by
Section 1250 (d) of the Health and Safety Code.

Intermediate Care Facility (ICF). A hedth facility or a digtinct part of a hospital or SNF that
provides inpatient care to ambulatory or nonambulatory patients who have recurring need for skilled
nursng supervison and need supportive care, but who do not require availability of continuous nursing
care.

International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM).
Modification developed in the United States based on the officid verson of the World Hedth
Organization’s International Classification of Diseases, 9th Revision, and designed for classfication
of morbidity and mortdity information for satistical reporting purposes and
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information retrieva. Section 128735 of the Cdifornia Hedth and Safety Code, requires that
Cadlifornia hospitals use ICD-9-CM to report diagnoses, procedures, and E-codes to OSHPD.

Length of Stay (LOS). The duration of an inpatient's stay in a hospita, which is caculated by
subtracting the date of admission from the date of discharge. A patient admitted and discharged on the
same day has a caculated LOS of one day.

Licensed Beds. The maximum number of beds a hospita or hedth facility is licensed to operate for
inpatient medical services.

Licensee. An entity that has been issued alicense to operate a hospitd, as defined by Subdivison (c)
of Section 128700 of the Cdifornia Hedlth and Safety Code.

Major Diagnostic Category (MDC). Groupings of patients into mgor clinical categories based on
organ systems and disease etiology, as established and maintained by HCFA.

Managed Care. A hedthcare plan (eg., HMO, PPO) that attempts to manage or control spending
and cogts by closdly monitoring how doctors treet patients. To keep costs down, these plans may limit
referrals to specidists and require pre-authorization for services.

Medicaid. A federdly aided, state-operated and administered program that provides medica benefits
for certain low income persons in need of health and medical care, authorized by Title XIX of the Socid
Security Act.

Medi-Cal. A federaly-aded, state operated and administered program which provides medica
benefits for certain low-income persons. Thisis Cdifornia s verson of the federa Medicaid program.

Medicare. A nationwide hedth insurance program for persons aged 65 and older, for persons who
have been digible for socid security disability payments for more than two years, and for certain
workers and their dependents who need kidney transplantation or didyss, authorized by Title XVIII of
the Socia Security Act.

Mental Health Rehabilitation Centers (MHRC). Licensed by the Cdifornia Department of Menta
Hedth (a pilot program). The Cdifornia Department of Menta Hedlth equates this designéation to the
Cdifornia Department of Socia Services desgnation of resdentid care facilities.

Newborn. Aninfant, born divein this hospita.
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Observation. The following description for observation of patient to determine need for inpatient
admission is obtained from the Medicare and Medicaid Guide, Part B Coverage, Paragraph 3120.55:

“Observation of patient to determine need for inpatient admission.—In summary, HCFA guiddines
provide the following description of out-patient observation services.

Observation sarvices are as those services furnished on a hospital’s premises and include the
use of a bed and periodic monitoring by a hospitd’s nursing or other gaff. Such services may
be reasonable and necessary to evauate an outpatient’s condition or determine the need for a
possible admission to the hospitdl as an inpatient...”

Outpatient. A individua who recelves hedthcare services in a hospitad or other hedthcare facility
without being admitted as an inpatient.

Preferred Provider Organization (PPO). A previoudy negotiated arrangement between purchasers
and providers to furnish specified hedth services to a group of employees/patients.  An insurance
company or employer negotiates discounted fees with networks of hedthcare providers in return for
guaranteeing a certain volume of patients.

Prepaid Health Plan (PHP). Generaly, a contract between an insurer and a subscriber or group of
subscribers whereby the PHP provides a specified set of hedth benefits in return for a periodic
premium.

Principal Diagnostic Group (PDG). The mgor group of diseases, disorders, and conditions as listed
in, and roughly corresponding to, the chapters of the ICD-9-CM.

Professonal Component. The portion of the charges billed by the hospita for patient care that is
attributable to physicians services.

Psychiatric Care. Care rendered in an acute psychiatric hospitd, in a PHF, or in an acute psychiatric
bed in a GACH. A classfication of hospitd licensure and hospital beds, as defined by Sections 1250,
1250.1, and 1250.2 of the California Hedlth and Safety Code.

Psychiatric Health Facility (PHF). Defined by Section 1250.2 of the Cdifornia Hedth and Safety
Code. PHF's contain beds classified as acute psychiatric beds and deliver psychiatric care.

Record. The sat of dements of the hospital discharge abstract data record, as specified in Subdivision
(g) of Section 128735 of the California Health and Safety Code.

Record Linkage Number (RLN). The encrypted Socid Security number. A nine-digit dphanumeric
identifier that dlows for accurate linkage of a patient’s multiple discharges over a period of time and
across different hospitas.

Report. The collection of dl discharge data records submitted by a hospita for a semiannud reporting
period or for a shorter period pursuant to Subsection (b) of Section 97211 of the Caifornia Code of
Reguldions.
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Residential Care. 24-hour care in facilities licensed by the Department of Socid Services that
provide for the maintenance and subsistence of persons with long-term mental or other disabilities.

Services provided include persond assistance, persona hygiene, monitoring of prescribed mediceation,
supervison, and provision of socid and recreationd activities. Medication and nursaing are not included.

Skilled Nursing Facility (SNF). A hedth facility that provides skilled nursng care and supportive
care to patients whose primary need is for skilled nuraing care on an extended bass, as defined by
Section 1250 of the Cadlifornia Hedlth and Safety Code.

Skilled Nursing/I ntermediate Care (SN/IC). Nursing and persona care services provided over an
extended period to persons who require convaescence, custodid care, and/or who are chronicdly ill,
aged, or disabled. These type of care beds may be found as ditinct partsin GACHsand in APHSs.

Social Security Number (SSN). The number assigned by the U.S. Socid Security Adminigration, to
maintain permanent and accurate earnings records of persons whose employment is covered by the
Socid Security program.

Standard Nomenclatur e of Diseases and Operations (SNODO). A nomenclature system in which
each disease is classified to both anatomica location and etiology.

Sub-Acute Care. A levd of reimbursement established within the Medi-Cd program.  Adult and
pediatric sub-acute level of care refers to very intengve, licensed, skilled nurang care provided in
Didinct-Part/Nursing Fecilities Level B (DP/INF-B) in acute care hospitals or in Free-standing Nursing
Facilities Level B (FSINF-B) to patients who have a fragile medical condition. Beds designated for
either adult or pediatric sub-acute care cannot be used for swing beds. Sub-acute care may dso be
provided in acute care beds.

Swing Beds. Hospital-based acute care beds that may be used flexibly to serve as skilled nursing care
beds.

Title V. Materna and Child Hedlth. Defined in Title V of the Federd Medicare Act (PL 89-97).
Applies only to females aged 60 or younger or males aged 21 or younger.

Trangtional Care. A levd of reimbursement established within the Medi-Cd program. A levd of

care for digible recipients in qudifying hedth facilities who require short-term medicaly complex or
intensive rehabilitative services, or both.
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GLOSSARY OF TERMSAND ABBREVIATIONS

Prior authorization is required before trangtiond care may be rendered. Trangtiond care may be
rendered by:

Genera acute care hospits
Didtinct-Part Nursing Facility Level B of genera acute care hospita's (DP/NF-B)
Free-standing Nursing Fecility Level B (FSNF-B)

TRICARE. Current name for the Civilian Hedth and Medicd Program for the Uniformed Services,
formerly CHAMPUS. “TRI” represents the three primary branches of the armed forces, Army, Navy,
and Air Force.

Type of Care (TOC). One of the following, as defined by Subsection (i) of Section 97212 of the
Cdifornia Code of Regulations:

Silled nurang/intermediate care

Physicd rehabilitation care
Psychiatric care

Chemica dependency recovery care
Acute care

Uniform Hospital Discharge Data Set (UHDDS). The hospita discharge data set periodically
issued by the U.S. Department of Health and Human Services,

V-codes. Supplementary Classfication of 1CD-9-CM, containing Factors Influencing Hedth Status
and Contact with Hedlth Services.

ZIP Code. A code applied to geographic aress by the U.S. Pogtd Service for efficiency in delivering

mail. Thus, a ZIP Code may cut across civil boundaries (such as counties), and are likely to observe
natura geographic features, such as rivers and mountain ranges.
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PENALTIESAND APPEALS

California Health and Safety Code, Divison 107 Statewide Health Planning and Development,
Part 5 Health Data, Chapter 1 Health Facility Data.

Section 128770. Penalties; disposition.

See Appendix D.

TITLE 22, California Code of Regulations, Divison 7, Chapter 10. Health Facility Data,
Article 3. Required Reporting

Section 97045. Failureto File Required Reports.

Any hedth facility which does not file with the Office any report completed as required by this
Article or by Article 8 is ligble for a civil pendty of one hundred dollars ($100) a day to be assessed
and recovered in a civil action brought in the name of the people of the State of Cdlifornia by the Office
for each day the filing of such report with the Office is delayed, considering dl gpproved extensions of
the due date as provided in Section 97051 or in Section 97214. Assessed pendties may be appealed
pursuant to Section 97052. Within fifteen days after the date the reports are due, the Office shdl notify
the hedth facility of reports not yet received, the amount of liability, and potentid future liability for
falure to file sad reports when due.

TITLE 22, California Code of Regulations, Divison 7, Chapter 10. Health Facility Data,
Article 4. M odification, Extension, and Appeal Processes
Section 97050. Request for Modificationsto Approved Accounting and Reporting Systems.
See Section 97240 of the Cdifornia Code of Regulations (Appendix E).
Section 97051. Requestsfor Extension Timeto File Required Reports.
See Section 97241 of the Cdifornia Code of Regulations (Appendix E).
Section 97052. Appeal Procedure.
(@ Any hedth facility affected by any determination made under the Act by the Office may gpped
the decison. This goped shdl be filed with the Office within 15 business days dfter the date the notice

of the decison is received by the hedth facility and shdl specificaly describe the matters which are
disputed by the petitioner.
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PENALTIESAND APPEALS

(b) A hearing on an apped shal, at the discretion of the Director, be held before any one of the
following:

(1) Anemployee of the Office appointed by the Director to act as hearing officer.
(2) A hearing officer employed by the Office of Adminigrative Hearings.
(3) A committee of the Commission chosen by the chairperson for this purpose.

Authority: Section 128810, Hedlth and Safety Code.
Reference: Section 128775, Hedlth and Safety Code.

Section 97053. Conduct of Hearing.

(@ The hearing, when conducted by an employee of the Office gppointed by the Director to serve
as hearing officer or by a committee of the Commission, shdl not be conducted according to technical
rules reating to evidence and witnesses.  Any relevant evidence shdl be admitted if it is the sort of
evidence on which responsible persons are accustomed to rely in the conduct of serious affairs.

(b) When the hearing is conducted by an employee of the Office or by a committee of the
Commission, the hearing shall be recorded by a tape recording, unless the appdlant agrees to provide a
certified shorthand reporter at the gppellant’s expense. I the appelant provides a certified shorthand
reporter, the origind of the transcript shal be provided directly to the Office.

(c) A copy of the tape recording or of the transcript, if made, shall be available to any person so
requesting who has deposited with the Office an amount of money which the Director has determined to
be sufficient to cover the costs of the copy of the tape recording or transcript.

Authority: Section 128810, Hedth and Safety Code.
Reference: Section 128775, Hedth and Safety Code.

Section 97054. Decision on Appeal.

(& The employee, hearing officer, or committee shdl prepare a recommended decison which
includes findings of fact and conclusons of law.

(b) This proposed decision shdl be presented to the Office for its consderation.

(c) The Office may adopt the proposed decision, or reject it and decide the matter as described in
paragraph 1 below.

(1) If the Office does not adopt the proposed decision as presented, it will furnish a Notice of
Regection of Proposed Decison along with a copy of the proposed decison to gppellant and, if
gpplicable, appellant’s authorized representative. The Office will provide appellant the opportunity to
present written arguments to the Office. The decison of the Office will be based on the record,
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PENALTIESAND APPEALS

including the hearing record, and such additiond information asis provided by the appellant.

(d) The decison of the Office shal bein writing. It shal be made within 60 cdendar days after the
concluson of the hearing and shdll befind.

Authority: Section 128810, Hedth and Safety Code
Reference: Section 128775, Health and Safety Code

DISCUSSION:

See attached Appeals Process for Civil Pendties.

3 APPENDIX B






STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY GRAY DAVIS, Governor

OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT
HEALTHCARE INFORMATION DIVISION

PATIENT DISCHARGE DATA SECTION

818 K Street, Room 100

Sacramento, California 95814 MR
(916) 323-7679  FAX (916) 327-1262 T

MAILING NOTICE

If you choose to submit an gppedl, complete forms on pages 7 and 8 (Appendix B) and return
to:

Office of Statewide Hedth Planning and Development
Petient Discharge Data Section

818 K Street, Room 100

Sacramento CA 95814
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY GRAY DAVIS, Governor

OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT
HEALTHCARE INFORMATION DIVISION

PATIENT DISCHARGE DATA SECTION

818 K Street, Room 100

Sacramento, California 95814

(916) 323-7679  FAX (916) 327-1262

OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT
APPEALS PROCESSFOR CIVIL PENALTIES

ASSESSED PURSUANT TO
THE HEALTH DATA AND ADVISORY COUNCIL CONSOLIDATION ACT

RIGHT TO APPEAL

Any hedth facility that has been assessed a penaty pursuant to Hedlth and Safety Code Section 128770 may
petition the Office for review of the pendty assessment. An gpped must be filed within fifteen (15) business
days of the day the facility receives natification of the pendty assessment. The right to apped is forfeited if an
goped is not ether received by the Office or postmarked within fifteen (15) business days of natification of any
action or decison. If an goped is submitted, the facility is entitled to a forma adminidrative hearing within Sixty
(60) days.

HOW TO APPEAL

The Office provides a form that may be used to file an gpped. Use of this form is not mandatory, but any
gpoped must be in writing and must include al necessary information. An apped must be signed by the licensee
or adminigrator, unless they choose someone el se to represent the hospitd.

If the licensee or administrator chooses someone dse to represent the facility in its gpped, the Office must be
notified in writing of that delegation of authority. (A form for this purpose accompanies the apped form.) The
licensee or adminigtrator should be aware that they will be bound by the statements and actions of an authorized
representative.

INFORMAL PROCEDURE

For the convenience of hedth facilities filing appeds, the Office has established an informal appedl process. The
informa procedure does not require the facility to actudly attend a hearing. Review of the apped is based on
written materias submitted by the facility as well as the Office's records. If afacility eects to use the informa
procedure, it dill has the right to request a formd hearing if it is not satified with the informa decison.
However, in order for a facility to take advantage of the informal procedure, it must waive its right to have a
forma hearing held within sixty (60) days.
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The informa procedure works as follows:

1. The fadlity files an gpped, requests an informd review, sates the grounds for the gpped and
agrees to waive the sixty (60) day limit.

2. The Chief Counsd for the Office reviews the gppeal, makes a decison and natifies the facility.

3. Thefadility hasfifteen (15) busness days from the date it receives the written decison in the mail
to elther accept it or to regect it and request aformal hearing.

4. If aforma hearing is requested, oneis scheduled.

FORMAL HEARING

Appeds are heard by the three-member Appeals Committee of the Cdifornia Hedlth Policy and Data
Advisory Commisson. Forma hearings are conducted subgtantialy in conformity with the Cdifornia
Adminigtrative Procedure Act. The facility may be represented by an attorney, but thisis not required.
The hearing will be tape recorded. The facility may, at its expense, supply a court reporter.

The Appeds Committee will consder any relevant evidence offered if it is the sort of evidence on which
responsible persons are accustomed to rely in the conduct of serious affairs. The Appeds Committee
will prepare arecommended decision, including findings of fact and conclusions of law, and present it to
the Office. The decison of the Office will be made in writing within sixty (60) days of the concluson of
the hearing. 1t will be the find adminigtrative decison.

References:Hedth and Safety Code Sections 128770 and 128775 and Title 22, California Code of
Regulations, Section 97052, 97053 and 97054.

Revised 7/1/97
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PETITION TO THE
OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT

Facility Name

Address

Telephone OSHPD Identification No.

Authorized Representtive (if any)

Address
Street City State Zip Code

Telephone

Petitioner appealsthe decision of the Office of Statewide Health Planning and
Development dated .

Check one

[] Petitioner wishesto use the Office' sinformal procedure.
Wewaive our right to aforma hearing within 60 days.

[] Petitioner does not wish to use the informa procedure and requests aforma hearing within 60
days.

Thisappeal isbased on the following grounds: (Attach additiona pages as necessary.)

Name* Title

Please Print Please Print
Signature Date
Attachment(s) []Yes []No

* Representatives other than the facility administrator or licensee must have written authorization from the
facility administrator or licensee, acopy of which must be atached to thisform.
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AUTHORIZATION TO REPRESENT

FACILITY IN APPEAL

is hereby authorized to represent

(Name of Authorized Representative)

Name of Fecility

before the Office of Statewide Hedth Planning and Development. This authorization extends to dl
communications between our representative and the Office, its S&ff, or the Appeals Committee of the
Cdifornia Hedth Policy and Data Advisory Commisson, concerning this gopedl. This authorization may
be terminated at any time upon written notice to the Office.

Facility Administrator or Licensee Name Title

Sgnaure Date
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

PATIENT DISCHARGE DATA SECTION

STANDARD FORMAT AND SPECIFICATIONS FOR
MAGNETIC TAPE, 3% AND 5% DISKETTES, OR CD-ROM

The format and specifications are for discharge data to be submitted on magnetic tape, 3%%
and 5¥Z diskettes, or CD-ROM. The record format and additional requirements are
described on Pages 3 and 4 for magnetic tape and Pages 5 and 6 for diskettes and
CD-ROM. The specifications for record positions, data lengths, data types, and coding
structures for each of the required data elements are described on Pages 7 through 24.

A test data file MUST be sent to the Office of Statewide Health Planning and Development
(OSHPD) for review and acceptance before authorization for the hospital’s reporting
system can be granted, regardless of whether it is a new system or a change in the existing
system, as specified in Subsection (a) of Section 97210 and Section 97125 of the
California Code of Regulations (CCR).

Each hospital is required, as specified by Section 97215 of the CCR, to submit a test data
file at least 60 days before the next reporting period due date. The 60 days allow sufficient
time for the testing process and avoids the possibility of a penalty situation because of late
filing of the discharge data report. Each hospital or its designated agent is required to
demonstrate compliance with the appropriate format and specifications BEFORE OSHPD
will accept its discharge data file.

To “pass” the testing process, the test data must first meet the format and specifications so
that OSHPD can successfully process the discharge data, and the test data file must
contain at least one record in each of the required data element categories.

If the test data file fails to meet the format and specifications and/or does not reflect data in
each of the required data element categories, an acceptable revised test data file is
required.

To submit your test data file, you must complete Page 2 for all computer media, as well as
Page 3 for computer tape only, of the Standard Format and Specifications package and
an Individual Hospital or Agent’s Transmittal Form-OSHPD 1370.1 or 1370.2. Forward the
appropriate document with your test data file to the address below:

Office of Statewide Health Planning and Development
Patient Discharge Data Section
818 K Street, Room 100
Sacramento, California 95814
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

Complete the following information and return with the test data file:

HOSPITAL:

HOSPITAL IDENTIFICATION NUMBER:

CONTACT PERSON:

TITLE:

ADDRESS:

TELEPHONE NUMBER:

NUMBER OF RECORDS IN TEST DATA FILE:

Was the software for your computer reporting system developed in-house:
YES]| ] NOT ]
If you respond No to the above question, please complete the following:

Indicate the company that provided the software for your computer reporting system:

Indicate the first semiannual reporting period for which you intend to submit discharge data
using your reporting system after the system has been tested and approved:

January 1 — June 30

Year

July 1 — December 31

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99

Revised March 1998

2 APPENDIX C



DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

STANDARD RECORD FORMAT
MAGNETIC TAPE

The standard record format options for reporting discharge data on magnetic tape are
described below. An asterisk (*) denotes the preferred format. Please check the format
you choose to prepare your tape:

Recording Density: [ ] 6250 BPI, 9-Track

[ ] 1600 BPI, 9-Track

[ ] IBM 3480 compatible cartridge tape*

NOTE: This DOES NOT include the ¥%nch “DC type”

cartridges.
Recording Mode: [ ] EBCDIC*
[ ] ASCII
Labels: [ ] IBM Standard*
[ ] Unlabeled
Record Format: Fixed, 520 bytes
Block Size: [ ] 5,200 bytes (Blocked 10 records)*

[ ] Other (maximum 32,760 bytes or 63 records per block).
Specify number of records per block:

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99

Revised March 1998
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

STANDARD RECORD FORMAT
MAGNETIC TAPE

ADDITIONAL REQUIREMENTS

NO packed or binary data.

The tape format requires a fixed-block only.

All unused alphanumeric and alphabetic fields must be spaced-filled.
All alpha fields must be in UPPER CASE.

All unused numeric fields must be zero-filled.

Each tape should consist of a single file only. Multiple tapes are not allowed. The
single data file may contain multiple facilities; however, tape marks between the
facilities are not permitted.

If the single data file exceeds the capacity of the tape, a second tape is acceptable to
complete the data file. Each tape must be labeled indicating the processing order.

The reporting period must not be split into smaller periods and written as separate data
files on one or more tapes. Exceptions are allowed for changes in licensee. The
effective date of the change in licensee shall constitute the start of the reporting period
for the new licensee, and this reporting period shall end on June 30 or December 31,
whichever occurs first. The final day of the reporting period for the previous licensee
shall be the last day their licensure was effective, and the due date for the report shall
be six months after the final day of this reporting period.

The entire tape must contain either all EBCDIC or all ASCII characters. Unused fields
must be properly initialized. The normal recording mode of your computer should be
used in writing the tapes to avoid the mixing of recording modes.

The 6-digit hospital identification number indicated on the transmittal form must be
exactly as it appears on the tape in positions 2 through 7.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99

Revised March 1998
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

STANDARD RECORD FORMAT
3¥%2 DISKETTE

The following format is to be used for submitting the required discharge data on 3v%
diskette. Deviation from the format will not be accepted.

3% diskette (either 720KB, 1.44MB or 2.88 MB).

DOS format.

One reporting facility and time period (one file) per diskette.

Standard ASCII character coding.

Readable by an IBM compatible PC diskette drive

Record length 520 characters followed by a carriage return and line feed.

oghkwnE

STANDARD RECORD FORMAT
5¥2 DISKETTE

The following format is to be used for submitting the required discharge data on 5¥4
diskette. Deviation from the format will not be accepted.

5Yi diskette (1.2MB).

DOS format.

One reporting facility and time period (one file) per diskette.

Standard ASCII character coding.

Readable by an IBM compatible PC diskette drive.

Record length 520 characters followed by a carriage return and line feed.

oahkwneE

STANDARD RECORD FORMAT
CD-ROM

The following format is to be used for submitting the required discharge data on CD-ROM.
Deviation from the format will not be accepted

ISO 9660 CD-ROM IBM compatible.

DOS format.

One reporting facility and time period (one file) per diskette.

Standard ASCII character coding.

Readable by an IBM compatible PC CD-ROM drive.

Record length 520 characters followed by a carriage return and line feed.

oakwnPE

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99

Revised March 1998
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

CREATING THE 3¥%2 AND 5% DISKETTES OR CD-ROM FILE

The preferred method of creating the diskette or CD-ROM file is to COPY the file from your
system’s drive directly to the diskette or CD-ROM. There will be a problem if the file size is
greater than the diskette or CD-ROM. This most likely will occur on smaller diskettes but
could occur on any diskette. If this situation occurs, the only acceptable way to transfer the
data to diskette or CD-ROM is by breaking the data into multiple files that will fit on a single
diskette or CD-ROM. Due to the wide variety of DOS operating systems and the many
different versions, there is substantial risk in using the BACKUP/RESTORE functions. The
risk is in the incompatibility of the various versions of DOS in BACKUP and RESTORE.
Therefore, you must inform us of the total number of records and clearly label the diskettes
or CD-ROMs. OSHPD will use the diskettes or CD-ROM to build the larger file on our hard
disk and then resume normal processing of your data.

Prior to sending a diskette or CD-ROM to OSHPD, it is advisable to do a DIR on the
diskette or CD-ROM and verify that it contains the file.

STANDARD RECORD FORMAT
3¥2 AND 5% DISKETTES OR CD-ROM
ADDITIONAL REQUIREMENTS

No packed or binary data.

All unused alphanumeric and alphabetic fields must be space-filled.

All alpha fields must be in UPPER CASE.

All unused numeric fields must be zero-filled.

The 6-digit hospital identification number indicated on the transmittal form must be
exactly as it appears on the diskette or CD-ROM in positions 2 through 7.

One reporting hospital and one reporting period (one data file) per diskette or CD-
ROM.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99

Revised March 1998
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STANDARD RECORD FORMAT
MAGNETIC TAPE, DISKETTE, OR CD-ROM

Description

Patient’s Type of Care
Hospital Identification Number
Date of Birth
Sex
Race

Ethnicity

Race
ZIP Code
Admission Date
Source of Admission

Site

Licensure of Site

Route of Admission
Type of Admission
Discharge Date
Principal Diagnosis
Principal Diagnosis Present at Admission
Other Diagnoses
Other Diagnoses Present at Admission
Principal Procedure Code
Principal Procedure Date
Other Procedure Codes
Other Procedures Dates
Principal E-Code
Other E-Codes
Patient’s Social Security Number
Disposition of Patient
Total Charges
Abstract Record Number
DNR Order
Unused
Expected Source of Payment

Payer Category

Type of Coverage

Plan Code Number
Unused
Footnotes are on Page 8

From Through
1 1
2 7
8 15
16 16
17 17
18 18
19 23
24 31
32 32
33 33
34 34
35 35
36 43
44 48
49 49
50 -
----- 193
194 197
198 205
206 @ -
----- 445
446 450
451 470
471 479
480 481
482 488
489 500
501 501
502 502
503 504
505 505
506 509
510 520

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99

Format"

N( 1)
N( 6)
N( 8)
N( 1)

N( 1)
N( 1)
X( 5)
N( 8)

N( 1)
N( 1)
N( 1)
N( 1)
N( 8)
X( 5)
A( 1)
X( 5)°
A( 1)°
X( 4)
N( 8)
X( 4}
N( 8)*
X( 5)
X( 5)"
N( 9)
N( 2)
N( 7)
X(12)
A( 1)
X(' 1)

N( 2)
N( 1)

N( 4)
X(11)

Revised March 1998
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

FOOTNOTES

!Format indicates data type and length (in parentheses). Data type is defined as:

A = Alpha
N = Numeric
X = Alphanumeric

This variable and its format occurs 24 times. Fill from the left-most position and DO NOT
skip fields. Each other diagnosis and its condition present at admission is paired. The first
pair is in positions 50-55, the second pair in 56-61, the third pair in 62-67, and so on
consecutively through 24 pairs.

3This variable and its format occurs 20 times. Fill from the left-most position and DO NOT
skip fields. Each other procedure and its date is paired. The first pair is in positions 206-
217, the second pair in 218-229, the third pair in 230-241, and so on consecutively though
20 pairs.

“This variable and its format occurs 4 times. Fill from the left-most position and DO NOT
skip fields.
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

PATIENT S TYPE OF CARE

Record Position: 1

Data Length: 1

Data Type: Numeric
Codes: 1 = Acute Care

3 = Skilled Nursing/Intermediate Care

4 = Psychiatric Care

5 = Chemical Dependency Recovery Care
6 = Physical Rehabilitation Care

HOSPITAL IDENTIFICATION NUMBER

Record Positions: 2 through 7

Data Length: 6

Data Type: Numeric

Codes: Hospital Identification Number (the unique facility

number assigned by OSHPD). This field is required
for each record.

DATE OF BIRTH

Record Positions: 8 through 15
Data Length: 8
Data Type: Numeric
Codes: 99 99 9999
Month Day Year
Special Instructions: Single-digit months and days must include a

preceding zero.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99

Revised March 1998
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

SEX

Record Position: 16

Data Length: 1

Data Type: Numeric

Codes: 1 =Male
2 = Female
3 = Other
4 = Unknown

RACE
Ethnicity

Record Position: 17

Data Length: 1

Data Type: Numeric

Codes: 1 = Hispanic
2 = Non-Hispanic
3 = Unknown

RACE

Record Position: 18

Data Length: 1

Data Type: Numeric

Codes: 1 = White
2 = Black

3 = Native American/Eskimo/Aleut
4 = Asian/Pacific Islander

5 = Other

6 = Unknown

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99

Revised March 1998
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DATA ELEMENT SPECIFICATIONS

MAGNETIC TAPE, DISKETTE, OR CD-ROM

ZIP CODE

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions:

ADMISSION DATE

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions:

19 through 23

5

Alphanumeric

5 digit ZIP Code

XXXXX = Unknown

YYYYY = Foreign

77777 =Homeless

XXXXX, YYYYY, and ZZZZZ must be reported in
UPPER CASE.

24 through 31
8
Numeric
99 99 9999
Month Day Year
Single-digit months and days must include a
preceding zero.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99

Revised March 1998
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

SOURCE OF ADMISSION

Site

Record Position:
Data Length:
Data Type:
Codes:

Licensure Of Site

Record Position:
Data Length:
Data Type:
Codes:

Route Of Admission

Record Position:
Data Length:
Data Type:
Codes:

32

1

Numeric

1=Home

2 = Residential Care Facility

3 = Ambulatory Surgery

4 = Skilled Nursing/Intermediate Care
5 = Acute (Inpatient) Hospital Care

6 = Other (Inpatient) Hospital Care

7 = Newborn
8 = Prison/Jail
9 = Other

33

1

Numeric

1 = This Hospital
2 = Another Hospital
3 = Not a Hospital

34

1

Numeric

1 = Your Emergency Room

2 = Not Your Emergency Room

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99

Revised March 1998
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

TYPE OF ADMISSION

Record Position:
Data Length:
Data Type:
Codes:

DISCHARGE DATE

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions:

PRINCIPAL DIAGNOSIS

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions:

35

1

Numeric

1 = Scheduled

2 = Unscheduled

3 = Infant, under 24 hrs. old
4 = Unknown

36 through 43
8
Numeric
99 99 9999
Month Day Year
Single-digit months and days must include a

preceding zero.

44 through 48

5

Alphanumeric

International Classification of Diseases, 9" Revision,
Clinical Modification

The ICD-9-CM code must be left-justified and
space-filled. The default value is all spaces.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

PRINCIPAL DIAGNOSIS CONDITION PRESENT AT ADMISSION

Record Position: 49
Data Length: 1
Data Type: Alpha
Codes: Y =Yes
N =No
U = Uncertain
Special Instruction: Y, N, and U must be reported in UPPER CASE.

OTHER DIAGNOSES

Record Positions: 50 through 54, 56-60, 62-66, etc. consecutively
through 24 codes ending in position 192

Data Length: 5

Data Type: Alphanumeric

Codes: International Classification of Diseases, 9™ Revision,
Clinical Modification

Special Instructions: The ICD-9CM code must be left-justified and space-

filled. Fill from the left-most position and DO NOT skip
fields The default value is all spaces. Do not include E-
codes.

OTHER DIAGNOSES CONDITIONS PRESENT AT ADMISSION

Record Positions: 55, 61, 67, etc. consecutively through 24 codes
ending in position 193

Data Length: 1

Data Type: Alpha

Codes: Y =Yes
N =No
U = Uncertain

Special Instructions: Y, N, and U must be reported in UPPER CASE.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

PRINCIPAL PROCEDURE AND DATE

Principal Procedure Code

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions:

Principal Procedure Date

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions:

194 through 197

4

Alphanumeric

International Classification of Diseases, 9™ Revision,
Clinical Modification

The procedure code must be left-justified and space-
filled. The default value is all spaces.

198 through 205
8
Numeric
99 99 9999

Month Day Year

Single-digit months and days must include a preceding
zero. When there is no principal procedure, the default
value is all zeros.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

OTHER PROCEDURES AND DATES

OTHER PROCEDURES CODES

Record Positions:

Data Length:
Data Type:
Codes:

Special Instructions:

OTHER PROCEDURES DATES
Record Positions:
Data Length:
Data Type:

Codes:

Special Instructions:

206 through 209, 218-221, 230-233, etc.
consecutively through 20 codes ending in position
437

4

Alphanumeric

International Classification of Diseases, 9™ Revision,
Clinical Modification

Other procedures codes must be left-justified and
space-filled. Fill from the left-most position and DO
NOT skip fields. The default value is all spaces.

210 through 217, 222-229, 234-241, etc.
consecutively through 20 codes ending in position
445
8
Numeric

99 99 9999
Month Day Year
Single-digit months and days must include a
preceding zero. When there are no other

procedures codes, the default value is zeros.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

PRINCIPAL E-CODE

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions

OTHER E-CODES

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions:

PATIENT S SOCIAL SECURITY NUMBER

Record Positions:
Data Length:
Data Type:
Codes:

446 through 450

5

Alphanumeric

International Classification of Diseases, 9" Revision,
Clinical Modification

The ICD-9-CM code must be left-justified and space-
filled. The default value is all spaces.

451 through 455, 456-460, 461-465, and 466-470
(maximum of 4 E-Codes)

5

Alphanumeric

International Classification of Diseases, 9" Revision,
Clinical Modification

The ICD-9-CM code must be left-justified and space-
filled. The default value is all spaces.

471 through 479

9

Numeric

Enter the full 9-digit SSN including zeros. DO NOT
use hyphens. Enter 000000001 if the SSN is not
recorded in the patient’s medical record.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS

MAGNETIC TAPE, DISKETTE, OR CD-ROM

DISPOSITION OF PATIENT

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions:

480 through 481

2

Numeric

01 = Routine Discharge

02 = Acute Care Within This Hospital

03 = Other Type of Hospital Care Within This
Hospital

04 = Skilled Nursing/Intermediate Care Within This
Hospital

05 = Acute Care at Another Hospital

06 = Other Type of Hospital Care at Another Hospital
(Not Skilled Nursing/Intermediate Care)

07 = Skilled Nursing/Intermediate Care Elsewhere

08 = Residential Care Facility

09 = Prison/Jalil

10 = Against Medical Advice

11 = Died
12 = Home Health Service
13 = Other

Single digit values must include a preceding zero.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions:

TOTAL CHARGES

482 through 488

7

Numeric

Whole dollars only—no cents. Code 9999999 for
Total Charges exceeding 7 positions.

Total Charges must be right-justified, zero-filled, and
unsigned. The default value is all zeros.

ABSTRACT RECORD NUMBER (OPTIONAL)

Record Positions:
Data Length:
Data Type:

Code:

Special Instructions:

DO NOT RESUSCITATE (DNR) ORDER

Record Position:
Data Length:
Data Type:
Codes:

Special Instructions:

489 through 500

12

Alphanumeric

Optional medical record number or any patient
identification number assigned by the hospital.

The Abstract Record Number must be left-justified
and space-filled. If not reported, the default value is
all spaces.

501

1

Alpha

Y =Yes

N = No

Y and N must be reported in UPPER CASE.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

UNUSED

Record Position:
Data Length:
Data Type:
Codes:

EXPECTED SOURCE OF PAYMENT

Payer Category

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions:

502

1
Alphanumeric
Space

503 through 504

2

Numeric

01 = Medicare

02 = Medi-Cal

03 = Private Coverage

04 = Workers’ Compensation
05 = County Indigent Programs
06 = Other Government

07 = Other Indigent

08 = Self Pay

09 = Other Payer

Single-digit codes must included a preceding zero.

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS

MAGNETIC TAPE, DISKETTE, OR CD-ROM

EXPECTED SOURCE OF PAYMENT, CONTINUED

Type of Coverage

Record Position:
Data Length:
Data Type:
Codes:

Special Instructions:

Plan Code Number

Record Positions:
Data Length:
Data Type:
Codes:

Special Instructions:

Unused

Record Positions:
Data Length:
Data Type:
Codes:

505

1

Numeric

1 = Managed Care — Knox-Keene or Medi-Cal
County Organized Health System

2 = Managed Care — Other

3 = Traditional Coverage

Type of Coverage MUST be reported if Payer

Category 01, 02, 03, 04, 05, or 06 is reported. If

Payer Category 07, 08, or 09 is reported, the default

value is zero.

506 through 509

4

Numeric

Refer to attached Tables of the Plan Code Names
and Plan Code Numbers, Pages 22 through 24.
The Plan Code Number must be right-justified and
zero-filled. The Plan Code Number MUST be
reported if Type of Coverage 1 is reported. If Type
of Coverage 2 or 3 is reported, the default value is
zero.

510 through 520
11
Alphanumeric
Spaces

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

Table 1. Knox-Keene Licensed Plans and Plan Code Numbers
For use with discharges occurring in 1999

Plan Code Names Plan Code Numbers
Aetna Health Plans of California, Inc. 0176
Alameda Alliance for Health 0328
American Family Care 0322
Blue Cross of California 0303
Blue Shield of California 0043
BPS HMO 0314
Brown and Toland Medical Group 0352
Calaveras Provider Network 0365
Care 1st Health Plan 0326
Careamerica-Southern California, Inc. 0234
Chinese Community Health Plan 0278
Cigna Healthcare of California, Inc. 0152
Community Health Group 0200
Community Health Plan (County of Los Angeles) 0248
Contra Costa Health Plan 0054
Concentrated Care, Inc. 0360
Foundation Health, a California Health Plan 0109
Great American Health Plan 0327
Greater Pacific HMO Inc 0317
HAI 0292
Healthmax America 0277
Health Net 0300
Health Plan of America (HPA) 0126
Health Plan of the Redwoods 0159
Heritage Provider Network, Inc. 0357
Inland Empire Health Plan 0346
Inter Valley Health Plan 0151
Kaiser Foundation Added Choice Health Plan 0289
Kaiser Foundation Health Plan, Inc. 0055
Kern Health Systems Inc 0335
Key Health Plan of California 0343
Lifeguard, Inc. 0142
LA Care Health Plan 0355
Managed Health Network 0196

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

Table 1. Knox-Keene Licensed Plans and Plan Code Numbers, Continued

For use with discharges occurring in 1999

Maxicare 0002
MCC Behavioral Care of California, Inc. 0298
MedPartners Provider Network, Inc. 0345
Metrahealthcare Plan 0266
Merit Behavioral Care of California, Inc. 0288
Monarch Plan Inc. 0270
National Health Plans 0222
National HMO 0222
Occupational Health Services (OHS) 0235
Omni Healthcare, Inc. 0238
One Health Plan of California Inc. 0325
Pacificare Behavioral Health of California Inc. 0301
Pacificare of California 0126
Priorityplus of California 0237
Prucare Plus 0296
Qualmed Plans for Health 0300
Regents of the University of California 0354
San Francisco Health Plan 0349
Santa Clara County Family Health Plan 0351
Secure Horizons 0126
Sharp Health Plan 0310
Smartcare Health Plan 0212
The Health Plan of San Joaquin 0338
Tower Health Service 0324
UHC Healthcare 0266
UHP Healthcare 0008
Universal Care 0209
Valley Health Plan 0236
Value Behavioral Health of California, Inc. 0293
Ventura County Healthcare Plan 0344
Vista Behavioral Health Plan 0102
Western Health Advantage 0348
Other 8000

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

Table 2. Medi-Cal County Organized Health Systems and Plan Code Numbers
For use with discharges occurring in 1999

Name of Medi-Cal County Organized Health System Plan Code Numbers
Cal Optima (Orange County) 9030
Health Plan of San Mateo (San Mateo County) 9041
Santa Barbara Health Authority(Santa Barbara County) 9042
Santa Cruz County Health Options (Santa Cruz County) 9044
Solano Partnership Health Plan (Solano County) 9048

IFOR USE WITH DISCHARGES ON AND AFTER 1/1/99
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

Table 1. Knox-Keene Licensed Plans and Plan Code Numbers:
For use with discharges occurring in 2000

Plan Code Names Plan Code Numbers

Aetna Health Plans of California, Inc. 0176
Alameda Alliance for Health 0328
Blue Cross of California 0303
Blue Shield of California 0043
BPS HMO 0314
Calaveras Provider Network 0365
Care 1st Health Plan 0326
Cedars-Sinai Provider Plan, LLC 0366
Chinese Community Health Plan 0278
Cigna Healthcare of California, Inc. 0152
Community Health Group 0200
Community Health Plan (County of Los Angeles) 0248
Concentrated Care, Inc. 0360
Contra Costa Health Plan 0054
FPA Medical Management of California, Inc 0350
Great American Health Plan 0327
Greater Pacific HMO Inc 0317
HAI, Hai-Ca 0292
Healthmax America 0277
Health Net 0300
Health Plan of America (HPA) 0126
Health Plan of the Redwoods 0159
Health Plan of San Mateo Healthy Families, not 0358
COHS

Heritage Provider Network, Inc. 0357
Holman Professional Counseling Centers 0231
Inland Empire Health Plan 0346
Inter Valley Health Plan 0151
Kaiser Foundation Added Choice Health Plan 0289
Kaiser Foundation Health Plan, Inc. 0055
Kern Health Systems Inc 0335
Key Health Plan of California 0343
Key HMO Key Choice 0343
Lifeguard, Inc. 0142
LA Care Health Plan 0355
Managed Health Network 0196
Maxicare 0002
MCC Behavioral Care of California, Inc. 0298
MedPartners Provider Network, Inc. 0345

[FOR USE WITH DISCHARGES OCCURING IN YEAR 2000]
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

Metrahealth Care Plan 0266
Merit Behavioral Care of California, Inc. 0288
Molina 0322
National Health Plans 0222
National HMO 0222
Omni Healthcare, Inc. 0238
One Health Plan of California Inc. 0325
On Lok Senior Health Services 0385
Pacificare Behavioral Health of California Inc. 0301
Pacificare of California 0126
Primecare Medical Network, Inc. A CA. Corp. 0367
Priorityplus of California 0237
Prucare Plus 0296
Qualmed Plans for Health/Bridgeway 0300
Regents of the University of California 0354
San Francisco Health Plan 0349
Santa Clara Family Health Plan 0351
Scripps Clinic Health Plan Services, Inc. 0377
Secure Horizons 0126
Sharp Health Plan 0310
Simnsa Health Care 0393
Sistemas Medicos Nacionales, S.A. De C.V. 0393
Smartcare Health Plan 0212
The Health Plan of San Joaquin 0338
Thipa Management Consultants, Incorporated 0363
Tower Health Service 0324
UHC Healthcare 0266
UHP Healthcare 0008
Universal Care 0209
Valley Health Plan 0236
Value Behavioral Health & American Psychol. 0293
Ventura County Health Care Plan 0344
Vista Behavioral Health Plan 0102
Western Health Advantage 0348
Other HMO 8000

[FOR USE WITH DISCHARGES OCCURRING IN YEAR 2000
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DATA ELEMENT SPECIFICATIONS
MAGNETIC TAPE, DISKETTE, OR CD-ROM

Table 2. Medi-Cal County Organized Health Systems and Plan Code
Numbers: For use with discharges occurring in 2000

Name of Medi-Cal County Organized Health System

Plan Code Numbers

Cal Optima (Orange County) 9030
Health Plan of San Mateo (San Mateo County) 9041
Santa Barbara Health Authority (Santa Barbara 9042
County)

Central Coast Alliance For Health Options (Santa 9044
Cruz County)

Solano Partnership Health Plan (Solano County) 9048

[FOR USE WITH DISCHARGES OCCURRING IN YEAR 2000
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CALIFORNIA HEALTH AND SAFETY CODE

DIVISION 107
STATEWIDE HEALTH PLANNING AND DEVELOPMENT

PART 5
HEALTH DATA

CHAPTER 1
HEALTH FACILITY DATA

Prepared 12/17/98

APPENDIX D






CALIFORNIA HEALTH AND SAFETY CODE

[Part 5 was added by Stats. 1995, c. 415 (S.B. 1360), § 9]

Section Title

128675. Popular name of chapter.

128680. Legiddivefindings, declaration and intent.

128681. Comprehengvereview of thefinancia and utilization reports.

128685. Intermediate care facilities'developmentaly disabled - habilitative; exemption.

128690. Intermediate care facilities'developmentdly disabled - nuraing; exemption.

128695. Cdifornia hedlth policy and data advisory commission; cregtion; membership; terms.

128700. Ddfinitions.

128705. Referenceto Advisory Hedth Council.

128710. Mestings.

128715.  Per diem and expenses.

128720. Executive secretary; Saff to commission.

128725. Powers and duties of commission; appointment and duties of committees; office and
commission disagreements.

128730. Single date agency; collection of hedlth facility or clinical data; consolidation of reports.

128735. Hedth fadlities; reports, exemptions from disclosure requirements; liability; hospita
discharge abstract data record; patient confidentiality.

128736. Hospita emergency care data record.

128737. Hospitd and freestanding ambulatory surgery clinic and ambulatory surgery data record.

128738. Additionsor deetionsto the patient level dements.

128740. Quarterly summary financia and utilization data reports; contents; copies; charity care
sarvice guiddines.

128745.  Annua risk-adjusted outcome reports, schedule; criteria; groupings.

128750. Preiminary report to hospital included in annua outcome report; explanatory statement;
additiond information; technica advisory committee duties.

128755.  Required reports, filing; availability.

128760. Hedth facilities, accounting and auditing systems, modifications to discharge data reporting
requirements; reporting provisons, county hospita systemsfinancia reporting requirements.

128765. Fileof reports, public inspection; certified copies, summaries, public liaison.

128770. Pendlties, dispostion.

128775. Petition for review; hearing; judicid review; subpoena powers.

128780. Didrict hospitals, completeness of disclosure.

128782. Smdl and rural hospitals; exemption from dectronic filing requirements; one-time reduction
infee

128785. Regulaionsto remain in effect.

128790. Trandfer of funds.

Section Title

128795. Trandfer of officers and employees other than temporary employees.

128800. Transfer of red and persond property of Caifornia hedth facilities commission.

128805. Contracts.
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128810. Adminidration; rules and regulaions.

128812 Pan of datainterchange.

128815. Duration of part.

127280. Specid fee charged to hedth facilities; Cdifornia Hedth Data and Planning Fund; failure to
pay fees
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§ 128675. Popular name of chapter
This chapter shall be known as the Health Data and Advisory Council Consolidation Act.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8§ 9. Former' 443, added by Stats. 1984, c.
1326, 87.)

§ 128680. L egislative findings, declarations and intent
The Legidature hereby finds and declares that:

(@ Significant changes have taken place in recent years in the hedthcare marketplace and in the
manner of reimbursement to hedlth facilities by government and private third-party payersfor the
services they provide.

(b) These changes have permitted the state to reevauate the need for, and the manner of data
callection from hedlth facilities by the various Sate agencies and commissions.

(©) Itistheintent of the Legidature that as aresult of this reevaluation that the data collection
function be consolidated in the Sngle date agency. It isthe further intent of the Legidature that the single
gate agency only collect that data from hedlth facilities that are essential. The data should be collected,
to the extent practica on consolidated, multipurpose report forms for use by al sate agencies.

(d) Itisthefurther intent of the Legidature to diminate the Cdifornia Hedlth Facilities Commission
and the State Advisory Hedlth Council, and to create a sSingle advisory commission to assume
consolidated data collection and planning functions.

(e Itisthe Legidature sfurther intent that the review of the data that the state collects be an
ongoing function. The office, with the advice of the advisory commission, shdl annudly review this data
for need and shall revise, add, or delete items as necessary. The commission and the office shal consult
with affected state agencies and the affected industry when adding or eiminating detaitems. However,
the office shdl neither add nor delete data items to the Hospital Discharge Abstract Data Record or the
quarterly reports without prior authorizing legidation, unless specificaly required by federd law or
judicid decison.

(f) The Legidature recognizes that the authority for the Caifornia Hedth Facilities Commissonis
scheduled to expire January 1, 1986. It isthe intent of the Legidature, by the enactment of this chapter,
to continue the uniform system of accounting and reporting established by the commission and required
for use by hedlth facilities. It isaso the intent of the Legidature to continue an appropriate, cost-
disclosure program.
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(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former 443.10, added by Stats. 1984, c.
1326, § 7, amended by Stats. 1985, c. 1021, § 15.)

§ 128681. Comprehensivereview of the financial and utilization reports

The office shdl conduct, under contract with a quaified consulting firm, a comprehensive review of
the financid and utilization reports that hospitals are required to file with the office and Smilar reports
required by other departments of state government, as gppropriate. The contracting consulting firm shdl
have a strong commitment to public hedth and hedthcare issues, and shdl demondrate fiscal
management and analytical expertise. The purpose of the review isto identify opportunitiesto eiminate
the collection of data that no longer serve any significant purpose, to reduce the redundant reporting of
smilar data to different departments, and to consolidate reports wherever practical. The contracting
conaulting firm shal evauate specific reporting requirements, exceptions to and exemptions from the
requirements, and areas of duplication or overlgp within the requirements. The contracting consulting
firm shall consult with abroad range of data users, including, but not limited to, consumers, payers,
purchasers, providers, employers, employees, and the organizations that represent the datausers. Itis
expected that the review will result in greater efficiency in collecting and disseminating needed hospitd
information to the public and will reduce hospital costs and adminigtrative burdens associated with
reporting the information.

(Added by Stats. 1998, c. 735 (S.B. 1973) § 4.)
§ 128685. I nter mediate car e facilitiesdevelopmentally disabled - habilitative; exemption

Intermediate care facilities/developmentdly disabled - habilitative, as defined in subdivision (€) of
Section 1250, are not subject to this chapter.

(Added by Stats. 1995, c. 415 (S.B. 1360), § 9. Former § 443.15, added as § 441.21 by
Stats. 1987, c. 1456, § 1, renumbered § 443.15 and amended by Stats. 1990, c. 216 (S.B.
2510), §49.)

§ 128690. Intermediate car e facilities/developmentally disabled - nursing; exemption

Intermediate care facilities/developmentally disabled - nursing, as defined in subdivison (h) of
Section 1250, are not subject to this chapter.

(Added by Stats. 1995, c. 415 (S.B. 1360), § 9.) Former 443.16, added as § 441.22 by
Stats. 1985, c. 1496, § 3, renumbered § 443.16 and amended by Stats. 1990, c. 216 § 50.)
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§ 128695. California Health Policy and Data Advisory Commission; creation;
member ship; terms

Thereis hereby created the Cdifornia hedlth policy and data advisory commission to be composed
of 13 members.

The Governor shdl gppoint nine members, one of whom shdl be a hospita chief executive officer,
one of whom shall be achief executive officer of a hospita serving a disproportionate share of low-
income petients, one of whom shdl be along-term care facility chief executive officer, one of whom
shdl be afreestanding ambulatory surgery clinic chief executive officer, one of whom shdl bea
representative of the heath insurance industry involved in establishing premiums or underwriting, one of
whom shall be a representative of a group prepayment hedthcare service plan, one of whom shall be a
representative of a business codition concerned with hedlth, and two of whom shdl be genera
members. The Speaker of the Assembly shdl gppoint two members, one of whom shdl be a physician
and surgeon and one of whom shal be a general member. The Senate Rules Committee shdl appoint
two members, one of whom shall be a representative of alabor codition concerned with hedth, and one
of whom shdl be a generd member.

The Governor shdl designate a member to serve as chairperson for atwo-year term. No member
may serve more than two, two-year terms as chairperson. All gppointments shall be for four-year
terms. No individud shdl serve more than two, four-year terms.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former § 437, added by Stats. 1971, c.
1217, 8 2, amended by Stats. 1976, ¢.854, § 1; Stats. 1977, c. 206, 8 1. Former § 437,
added by Stats. 1967, c. 1597, § 1, amended by Stats. 1969, c. 1550, § 1; Stats. 1971, c.
1217, 8 1; Stats. 1971, c. 1953, § 120. Former § 437.1, added by Stats. 1967, c. 1597, 8 1,
amended by Stats. 1969, c. 1550, § 2; Stats. 1971, c. 1217, 8 3; Stats. 1971, c. 1593, § 122;
Stats. 1976, c. 854, 8 2. Former § 443.20, added by Stats. 1984, c. 1326, § 7, amended by
Stats. 1998, c. 735 (S.B. 1973) §5.)

§ 128700. Definitions
Asusd in this chapter, the following terms mean:

(@ “Ambulatory surgery procedures’ mean those procedures performed on an outpatient basisin
the genera operating rooms, ambulatory surgery rooms, endoscopy units, or cardiac catheterization
laboratories of ahogpitd or afreestanding ambulatory surgery clinic.

(b) “Commisson” means the Cdifornia Hedlth Policy and Data Advisory Commission.

(©) “Emergency department” means, in a hospita licensed to provide emergency medica services,
the location in which those services are provided.

(d) “Encounter” means a face-to-face contact between a patient and the provider who has primary
respong bility for assessng and tresting the condition of the patient a a given contact and exercises
independent judgment in the care of the patient.
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(&) "Freestanding ambulatory surgery clinic’ meansasurgica clinic that is licensed by the Sate
under paragraph (1) of subdivison (b) of Section 1204.

(f) “Hedth facility” or “hedth facilities’ means dl hedth facilities required to be licensed pursuant to
Chapter 2 (commencing with Section 1250) of Divison 2.

(9) “Hospitd” means dl hedth facilities except skilled nurang, intermediate care, and congregete
living hedth fadilities

(h) “Office’ means the Office of Statewide Hedlth Planning and Development.

() “Risk-adjusted outcomes’ means the clinical outcomes of patients grouped by diagnoses or
procedures that have been adjusted for demographic and clinical factors.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former 443.21, added by Stats. 1985, c.
1021, 8§ 2, amended by Stats. 1988, c. 1478, § 2; Stats. 1991, c. 1075, § 2, amended by
Stats. 1998, c. 735 (S.B. 1973) §5.)

§ 128705. Referenceto Advisory Health Council

On and after January 1, 1986, any reference in this code to the Advisory Hedth Council shdl be
deemed areference to the Cdifornia Hedlth Policy and Data Advisory Commission.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former 443.22, added by Stats. 1984, c.
1326, § 7, amended by Stats. 1989, c. 898, § 4.)

§128710. M eetings

The Cdifornia Hedth Policy and Data Advisory Commission shdl meet at least once every two
months, or more often if necessary to fulfill its duties.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former § 437.2, added by Stats. 1967, c.
1597, 8 1, amended by Stats. 1969, c. 371, § 30; Stats. 1969, c. 1550, ' 3; Stats. 1971, c.
1593, § 123; Stats. 1976, c. 854, 8 2.5. Former § 443.23, added by Stats. 1984, c. 1326, 8
7)
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§128715. Per diem and expenses

The members of the commission shdl receive per diem of one hundred dollars ($100) for each day
actudly spent in the discharge of officia duties and shal be reimbursed for any actud and necessary
expenses incurred in connection with their duties as members of the commission.

(Added by Stats. 1995, c. 415 (S.B. 1360), § 9. Former § 437.3, added by Stats. 1967, c.
1597, 8 1, amended by Stats. 1971, c. 1593, § 124; Stats. 1976, c. 854, § 2.7. Former §
443.24, added by Stats. 1984, c. 1326, § 7.)

§ 128720. Executive Secretary; staff to commission

The commission may appoint an executive secretary subject to gpprova by the Secretary of Hedlth
and Wefare. The office shdl provide such other s&ff to the commisson as the office and the
commission deem necessary.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former § 437.4, added by Stats. 1967, c.
197, 8§ 1, amended by Stats. 1969, c. 1550, 8 4. Former § 443.25, added by Stats. 1984, c.
1326, §7.)

§128725. Power s and duties of commission; appointment and duties of committees; office
and commission disagreements

The functions and duties of the commission shdl include the following:
(8 Advisethe office on the implementation of the new, consolidated data system.

(b) Advisethe office regarding the ongoing need to collect and report hedth facility data and other
provider data.

(¢) Annudly develop areport to the director of the office regarding changes that should be made to
exigting data collection systems and forms. Copies of the report shal be provided to the Senate Hedlth
and Hedth Welfare Committee and to the Assembly Hedth Committee.

(d) Advisethe office regarding changes to the uniform accounting and reporting systems for health
facilities.

(e) Conduct public mesetings for the purposes of obtaining input from hedlth facilities, other
providers, data users, and the genera public regarding this chapter and Chapter 1 (commencing with
Section 127125) of Part 2 of Divison 107.

() Advisethe Secretary of Hedth and Welfare on the formulation of generd policies which shdll
advance the purposes of this part.

(9) Advisethe office on the adoption, amendment, or reped of regulations it proposes prior to ther
submitta to the office of Adminigtrative Law.
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(h) Advisethe office on the format of individua hedlth facility or other provider data reports and on
any technica and procedura issues necessary to implement this part.

(i) Advisethe office on the formulation of genera policies which shdl advance the purposes of
Chapter 1 (commencing with Section 127125) of Part 2 of Division 107.

(j) Recommend, in consultation with a 12-member technica advisory committee gppointed by the
chairperson of the commission, to the office the data e ements necessary for the production of outcome
reports required by Section 128745.

(k) () The Technica Advisory Committee gppointed pursuant to subdivison (j) shal be
composed of two members who shdl be hospital representatives appointed from alist of & least six
persons nominated by the Cdifornia Association of Hospitals and Hedth Systems, two members who
shdl be physicians and surgeons gppointed from alist of at least Sx persons nominated by the Cdifornia
Medica Association, two members who shall be registered nurses gppointed from alist of at least Sx
persons nominated by the Cdifornia Nurses Association, one medica record practitioner who shal be
gopointed from alist of a least 9x persons nominated by the Cdifornia Hedlth Information Association,
one member who shall be a representative of a hospital authorized to report as a group pursuant to
subdivision (d) of Section 128760, two members who shall be representative of Caiforniaresearch
organizations experienced in effectiveness review of medical procedures or surgical procedures, or both
procedures, one member representing the Health Access Foundation, and one member representing the
Consumers Union. Members of the technica advisory committee shal serve without compensation, but
shdl be rembursed for any actuad and necessary expenses incurred in connection with their duties as
members of the technica advisory committee.

(2) The commission shal submit its recommendation to the office regarding the firdt of the
reports required pursuant to subdivision (&) of Section 128745 no later than January 1, 1993. The
Technicd Advisory Committee shal submit itsinitial recommendations to the commission pursuant to
subdivison (d) of Section 128750 no later than January 1, 1994. The commission, with the advice of
the technical advisory committee, may periodicaly make additional recommendations under Sections
128745 and 128750 to the office, as appropriate.

() (1) Assessthe vaue and usefulness of the reports required by Sections 127285, 128735, and
128740. On or before December 1, 1997, the commission shal submit recommendations to the office
to accomplish dl of the fallowing:

(A) Eliminate redundant reporting.

(B) Eliminate collection of unnecessary data.
(©) Augment data bases as deemed va uable to enhance the qudity and usefulness of data.

(D) Standardize data dements and definitions with other health data collection programs at
both the state and nationd levels.
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(E) Endblelinkage with, and utilization of, exigting data sets.

(F) Improve the methodology and data bases used for quaity assessment analyses,
induding, but not limited to, risk-adjusted outcome reports.

(G) Improve the timeliness of reporting and public disclosure.

(2) The commission shdl establish a committee to implement the evauation process. The
committee shal include representatives from the hedthcare industry, providers, consumers, payers,
purchasers, and government entities, including the Department of Corporations, the departments that
comprise the Hedlth and Welfare Agency, and others deemed by the commission to be appropriate to
the evauation of the data bases. The committee may establish subcommittees including technica
experts.

(3) In order to ensure the timely implementation of the provisons of the legidation enacted in
the 1997-98 Regular Session that amended this part, the office shall present an implementation work
plan to the commisson. Thework plan shdl clearly define gods and significant steps within specified
timeframes that must be completed in order to accomplish the purposes of thet legidation. The office
shall make periodic progress reports based on the work plan to the commission. The commission may
advise the Secretary of Hedlth and Wefare of any sgnificant delays in following the work plan. If the
commission determines that the office is not making sgnificant progress toward achieving the gods
outlined in the work plan, the commisson shdl notify the office and the secretary of that determination.
The commission may request the office to submit a plan of correction outlining specific remedia actions
and timeframes for compliance. Within 90 days of natification, the office shal submit a plan of
correction to the commisson.

(m) (1) Asthe office and the commission deem necessary, the commission may establish
committees and gppoint persons who are not members of the commission to these committees as are
necessary to carry out the purposes of the commission. Representatives of area health planning agencies
shdl beinvited, as appropriate, to serve on committees established by the office and the commission
relative to the duties and respongbilities of area hedlth planning agencies. Members of the standing
committees shdl serve without compensation, but shall be reimbursed for any actud and necessary
expenses incurred in connection with their duties as members of these committees.

(2) Whenever the office or the commission does not accept the advice of the other body on
proposed regulations or on mgor policy issues, the office or the commission shdl provide awritten
response on its action to the other body within 30 days, if so requested.

(3) The commission or the office director may apped to the Secretary of Hedth and Welfare
over disagreements on policy, procedurd, or technical issues.

(Formerly 8§ 443.26, added by Stats. 1984, c. 1326, 8 7. Amended by Stats. 1991, c. 1075
(A.B. 524) § 3; Stats. 1995, c. 543 (S.B. 1109), § 2, €ff. Oct. 4, 1995. Renumbered §
128725 and amended by Stats. 1996, c. 1023 ( S.B. 1497), 8§ 141, eff. Sept. 29, 1996,
amended by Stats. 1998, c. 735 (S.B. 1973) § 7.)
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§ 128730. Single state agency; collection of health facility or clinical data; consolidation of
reports

(@ Effective January 1, 1986, the office shdl be the single state agency designated to collect the
following hedth facility or clinic datafor use by dl State agencies

(1) That datarequired by the office pursuant to Section 127285.

(2) That datarequired in the Medi-Cal cost reports pursuant to Section 14170 of the Welfare
and Ingtitutions Code.

(3) Those daaitemsformerly required by the Cdifornia Hedlth Facilities Commission that are
listed in Sections 128735 and 128740. Information collected pursuant to subdivision (g) of Section
128735 shdl be made available to the State Department of Health Services. The state department shall
ensure that the patient’ s rights to confidentidity shal not be violated in any manner. The Sate
department shdl comply with al applicable policies and requirements involving review and oversight by
the State Committee for the Protection of Human Subjects.

(b) The office shdl consolidate any and al of the reports listed under this section or Sections
128735 and 128740, to the extent feasible, to minimize the reporting burdens on hospitals. Provided,
however, that the office shall neither add nor delete data items from the Hospital Discharge Abstract
Data Record or the quarterly reports without prior authorizing legidation, unless specifically required by
federd law or regulation or judicia decison.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former ' 443.30, added by Stats. 1984, c.
1326, § 7, amended by Stats. 1994, c. 1063, § 1.)
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§128735. Health facilities; reports, exemptions from disclosur e requirements; liability;
hospital discharge abstract data record; patient confidentiality

Every organization that operates, conducts, or maintains a hedth facility, and the officers thereof,
shdl make and file with the office, at the times as the office shdl require, dl of the following reports on
forms specified by the office that shal be in accord where gpplicable with the systems of accounting and
uniform reporting required by this part, except the reports required pursuant to subdivision (g) shdl be
limited to hospitas.

(@ A baance sheet detailing the assts, liabilities, and net worth of the hedlth facility at the end of its
fiscd year.

(b) A statement of income, expenses, and operating surplus or deficit for the annua fiscd period,
and agtatement of ancillary utilization and patient census.

(c) A datement detailing patient revenue by payer, including, but not limited to, Medicare, Medi-
Cal, and other payers, and revenue center except that hospitals authorized to report as a group pursuant
to subdivision (d) of Section 128760 are not required to report revenue by revenue center.

(d) A gtatement of cash-flows, including, but not limited to, ongoing and new capita expenditures
and depreciation.

(e) A statement reporting the information required in subdivisons (a), (b), (c), and (d) for each
separatdy licensed hedth facility operated, conducted, or maintained by the reporting organization,
except those hospitals authorized to report as a group pursuant to subdivision (d) of Section 128760.

(f) Datareporting requirements established by the office shal be consstent with nationa standards,
as gpplicable.

(9) A Hospita Discharge Abstract Data Record that includes dl of the following:
(1) Dateof hirth.
(2 Sex.
(3) Race.
(4) ZIP Code.
(5) Patient socid security number, if it is contained in the patient’'s medica record.
(6) Prehospitd care and resuscitation, if any, including dl of the following:
(A) “Do not resuscitate” (DNR) order at admission.
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(B) “Do not resuscitate’” (DNR) order after admission.
(7) Admission date.
(8) Source of admission.
(9) Type of admission.
(10) Discharge date.
(11) Principa diagnosis and whether the condition was present at admission.
(12) Other diagnoses and whether the conditions were present at admission.
(13) Externd causeof injury.
(14) Principa procedure and date.
(15) Other procedures and dates.
(16) Tota charges.
(17) Dispogtion of patient.
(18) Expected source of payment.
(19) Elements added pursuant to Section 128738.

(h) Itisthe expressed intent of the Legidature that the patient’ s rights of confidentidity shal not be
violated in any manner. Patient socid security numbers and any other data eements that the office
believes could be used to determine the identity of an individua patient shdl be exempt from the
disclosure requirements of the Cdifornia Public Records Act (Chapter 3.5 (commencing with Section
6250) of Divisgon 7 of Title 1 of the Government Code).

(i) No person reporting data pursuant to this section shdl be liable for damages in any action based
on the use or misuse of petient-identifiable data that has been mailed or otherwise transmitted to the
office pursuant to the requirements of subdivison (g).

() A hospitd shdl use coding from the Internationd Classification of Diseases in reporting
diagnoses and procedures.

(Amended by Stats. 1996, c. 1025 (S.B. 1659), § 2. Added by Stats. 1995, c. 415 (S.B.

1360), 8 9. Former § 443.31, added by Stats. 1984, c. 1326, § 7, amended by Stats. 1984,

c. 1338, 8 1; Stats. 1985, c. 756, 8 1; Stats. 1985, c. 1021, § 4; Stats. 1988, c. 1140, 8 1;

Stats. 1993, c. 249, 8§ 1; Stats. 1994, c. 1063, § 2, amended by Stats. 1998, c. 735 (S.B.
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1973) §8.)
§ 128736 Hospital emergency care data record

(@ Each hospital shdl file an Emergency Care Data Record for each patient encounter in a hospital
emergency department. The Emergency Care Data Record shdl include dl of the following:

(1) Dateof hirth.

(2 Sex.

(3) Race.

(4) Ethnicity.

(5) ZIP Code.

(6) Petient socid security number, if it is contained in the patient’s medicd record.
(7) Servicedate.

(8) Principd diagnosis.

(9) Other diagnoses.

(20) Principd externd cause of injury.

(11) Other externa cause of injury.

(12) Principal procedure.

(13) Other procedures.

(14) Digpostion of patient.

(15) Expected source of payment.

(16) Elements added pursuant to Section 128738.

(b) 1tisthe expressed intent of the Legidature thet the patient’ s rights of confidentidity shal not be
violated in any manner. Patient socid security numbers and any other data dements that the office
believes could be used to determine the identity of an individua patient shal be exempt from the
disclosure requirements of the Caifornia Public Records Act (Chapter 3.5 (commencing with Section
6250) of Divison 7 of Title 1 of the Government Code).
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(¢) No person reporting data pursuant to this section shall be ligble for damages in any action based
on the use or misuse of patient-identifiable data that has been mailed or otherwise tranamitted to the
office pursuant to the requirements of subdivison (a).

(d) Datareporting requirements established by the office shall be consstent with nationd standards
as applicable.

(&) Thissection shall become operative on January 1, 2002.
(Added by Stats. 1998, c. 735 (S.B. 1973) §9.)

8128737 Hogspital and freestanding ambulatory surgery clinic and ambulatory surgery
datarecord

(@ Each hospitd and freestanding ambulatory surgery dinic shal file an Ambulatory Surgery Data
Record for each patient encounter during which at least one ambulatory surgery procedure is
performed. The Ambulatory Surgery Data Record shdl include dl of the following:

(1) Daeof hirth.

(2 Sex.

(3) Race.

(4) Ethnicity.

(5) ZIP Code.

(6) Patient socid security number, if it is contained in the patient’s medica record.

(7) Servicedate.

(8) Principa diagnosis.
(9) Other diagnoses.

(10) Principa procedure.
(11) Other procedures.
(12) Principd externd cause of injury, if known.
(13) Other externd cause of injury, if known.
(14) Disposition of patient.
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(15) Expected source of payment.
(16) Elements added pursuant to Section 128738.

(b) Itisthe expressed intent of the Legidature that the patient’ s rights of confidentiaity shal not be
violated in any manner. Patient socid security numbers and any other data eements that the office
believes could be used to determine the identity of an individua patient shdl be exempt from the
disclosure requirements of the Cdifornia Public Records Act (Chapter 3.5 (commencing with Section
6250) of Divisgon 7 of Title 1 of the Government Code).

(¢) No person reporting data pursuant to this section shall be ligble for damages in any action based
on the use or misuse of petient-identifiable data that has been mailed or otherwise transmitted to the
office pursuant to the requirements of subdivision (a).

(d) Datareporting requirements established by the office shal be consstent with national standards
as gpplicable.

(e) Thissection shal become operative on January 1, 2002.
(Added by Stats. 1998, c. 735 (S.B. 1973) § 10.)
§128738 Additions or deletionsto the patient level data elements
(@ The office, based upon review and recommendations of the commission and its appropriate
committees, shal alow and provide for, in accordance with appropriate regulations, additions or

deletions to the patient level data elements listed in subdivison (g) of Section 128735, Section 128736,
and Section 128737, to meet the purposes of this chapter.
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(b) Prior to any additions or deletions, al of the following shdl be considered:
(1) Utilization of sampling to the maximum extent possible.
(2) Feadhility of collecting deta dements.
(3) Costs and benefits of collection and submission of data
(4) Exchange of data eements as opposed to addition of data €lements.

(¢) The office shdl add no more than anet of 15 elementsto each data set over any five-year
period. Elements contained in the uniform daims transaction set or uniform billing form required by the
Hedlth Insurance Portability and Accountability Act of 1996 (42 U.S.C. Sec. 300gg) shall be exempt
from the 15-dlement limit.

(d) The commission and the office, in order to minimize cogts and adminigtrative burdens, shall
consder the tota number of data eements required from hospitals and freestanding ambulatory surgery
clinics, and optimize the use of common data éements.

(Added by Stats. 1998, c. 735 (S.B. 1998) § 11.)

8 128740. Quarterly summary financial and utilization data reports, contents; copies;
charity care service guidelines

(@ Commencing with the first calendar quarter of 1992, the following summary financid and
utilization data shdl be reported to the office by each hospita within 45 days of the end of every
caendar quarter. Adjusted reports reflecting changes as aresult of audited financia statements may be
filed within four months of the close of the hospital’ s fiscal or caendar year. The quarterly summary
financid and utilization data shal conform to the uniform description of accounts as contained in the
Accounting and Reporting Manua for Cdifornia Hospitds and shdl indlude dl of the following:

(1) Number of licensed beds.

(2) Average number of available beds.
(3) Average number of staffed beds.
(4) Number of discharges.

(5) Number of inpatient days.

(6) Number of outpatient vigts.
(7) Totd operating expenses.

(8) Tota inpatient gross revenues by payer, including Medicare, Medi-Cd, county indigent
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programs, other third parties, and other payers.

(9) Tota outpatient gross revenues by payer, including Medicare, Medi-Cd, county indigent
programs, other third parties, and other payers.

(10) Deductions from revenue in tota and by component, including the following: Medicare
contractua adjustments, Medi-Cd contractua adjustments, and county indigent program contractua
adjustments, other contractual adjustments, bad debts, charity care, restricted donations and subsidies
for indigents, support for clinica teaching, teaching alowances, and other deductions.

(11) Tota capita expenditures.
(12) Totd net fixed assets.

(13) Tota number of inpatient days, outpatient vidts, and discharges by payer, including
Medicare, Medi-Cal, county indigent programs, other third parties, self-pay, charity, and other payers.

(14) Tota net patient revenues by payer including Medicare, Medi-Cd, county indigent
programs, other third parties, and other payers.

(15) Other operating revenue.
(16) Non-operating revenue net of non-operating expenses.

(b) Hospitals reporting pursuant to subdivision (d) of Section 128760 may provide the itemsin
paragraphs (7), (8), (9), (10), (14), (15), and (16) of subdivison (&) on agroup bass, as described in
subdivision (d) of Section 128760.

(c) The office shdl make available at cog, to adl interested parties, ahard copy of any hospitd
report made pursuant to this section and in addition to hard copies, shal make available a cogt, a
computer tape of al reports made pursuant to this section within 105 days of the end of every calendar
quarter.

(d) The office, with the advice of the commission, shall adopt by regulaion guiddinesfor the
identification, assessment, and reporting of charity care services. In establishing the guiddines, the office
shal congder the principles and practices recommended by professiona hedlthcare industry accounting
associations for differentiating between charity services and bad debts. The office shall further conduct
the ongite vaidations of hedlth facility accounting and reporting procedures and records as are necessary
to assure that reported data are cong stent with regulatory guidelines.

This section shall become operative January 1, 1992.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former' 443.32, added by Stats. 1989, c.
1331, § 1.2, amended by Stats. 1990, c. 51, § 1.5; Stats. 1990, c. 51, § 2; Stats. 1991, c.
278, 8 1.4; Stats. 1991, c. 278, 8§ 1.5.)
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§128745. Annual risk-adjusted outcome reports; schedule; criteria; groupings

(@ Commencing July 1993, and annudly theresfter, the office shal publish risk-adjusted outcome
reports in accordance with the following schedule:

Procedures and
Publication Period Conditions
Date Covered Covered
July 1993 1988-90 3
July 1994 1989-91 6
July 1995 1990-92 9

Reports for subsequent years shall include conditions and procedures and cover periods as
appropriate.

(b) The procedures and conditions to be reported shall be divided equaly among medicd, surgica
and obgtetric conditions or procedures and shal be sdlected by the office, based on the
recommendations of the commisson and the advice of the technical advisory committee set forth in
subdivison (j) of Section 128725. The sdlections shdl be in accordance with al of the following
criteria

(1) The patient discharge abstract contains sufficient data to undertake a vaid risk adjustment.

(2) Therdativeimportance of the procedure and condition in terms of the cost of cases and the
number of cases.

(3) Ability to measure outcome and the likelihood that care influences outcome.

(4) Rdiahility of the diagnostic and procedure data.
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(¢) Theannud reports shdl compare the risk-adjusted outcomes experienced by al patients treated
for the selected conditions and procedures in each Cdlifornia hospital during the period covered by each
report, to the outcomes expected. Outcomes shall be reported in the five following groupings:

(1) “Much higher than average outcomes,” for hospitals with risk-adjusted outcomes much
higher than the norm.

(2) “Higher than average outcomes,” for hospitals with risk-adjusted outcomes higher than the
norm.

(3) “Average outcomes,” for hospitals with average risk-adjusted outcomes.

(4) “Lower than average outcomes,” for hospitals with risk-adjusted outcomes lower than the
norm.

(5) “Much lower than average outcomes,” for hospitals with risk-adjusted outcomes much
lower than the norm.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former § 443.321, added by Stats. 1991, c.
1075, § 4.)

8 128750. Prdiminary report to hospital included in annual outcome report; explanatory
statement; additional information; technical advisory committee duties

(@ Prior to the public release of the annua outcome reports the office shdl furnish a preiminary
report to each hogpitd that isincluded in the report. The office shdl dlow the hospital and chief of taff
60 days to review the outcome scores and compare the scores to other Caifornia hospitals. A hospita
or its chief of staff that believes that the risk-adjusted outcomes do not accurately reflect the qudity of
care provided by the hospitd may submit a statement to the office, within the 60 days, explaining why
the outcomes do not accurately reflect the quaity of care provided by the hospitd. The statement shdll
be included in an gppendix to the public report, and a notation that the hospita or its chief of saff has
submitted a statement shall be displayed wherever the report presents outcome scores for the hospita.

(b) Theoffice shdl, in addition to public reports, provide hospitas and the chiefs of gaff of the
medica daffs with areport containing additiona detailed information derived from data summearized in
the public outcome reports as an ad to internd quality assurance.

(o) If, pursuant to the recommendations of the office, based on the advice of the commission, in
response to the recommendations of the technical advisory committee made pursuant to subdivision (d)
of this section, the Legidature subsequently amends Section 128735 to authorize the collection of
additiond discharge data e ements, then the outcome reports for conditions and procedures for which
aufficient dataiis not available for the current absiract record will be produced following the collection
and anaysis of the additiond data éements.

(d) Therecommendations of the technica advisory committee for the addition of data dementsto
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the discharge abstract should take into consideration the technica feasibility of developing rdligble risk-
adjustment factors for additiona procedures and conditions as determined by the technical advisory
committee with the advice of the research community, physicians and surgeons, hospitals, and medica
records personndl.

(e Thetechnicd advisory committee a a minimum shdl identify alimited set of core dinical data
elements to be collected for al of the added procedures and conditions and unique clinica variables
necessary for risk adjustment of specific conditions and procedures sdlected for the outcomes report
program. In addition, the committee should give careful consideration to the costs associated with the
additiona data collection and the vaue of the specific information to be collected.

(f) Thetechnical advisory committee shal dso engage in a continuing process of data devel opment
and refinement applicable to both current and prospective outcome studies.

(Added by Stats. 1995, c. 415 (S.B. 1360), § 9. Former § 443.322, added by Stats. 1991, c.
1075, § 5.)

§ 128755. Reportsrequired; filing; availability

(@ (1) Hospitasshal file the reports required by subdivisons (a), (b), (c), and (d) of Section
128735 with the office within four months after the close of the hospital’ s fiscal year except as provided

in paragraph (2).

(2) If alicensee rdinquishes the facility license or puts the facility license in suspense, the last
day of active licensure shal be deemed afisca year end.

(3) The office shdl make the reportsfiled pursuant to this subdivision available no later than
three months after they were filed.

(b) (1) Skilled nursing facilities, intermediate care facilities, intermediate care
fadilities'developmentdly disabled, and congregate living fadilities, induding nuraing fadilities certified by
the state department to participate in the Medi-Ca program, shdl file the reports required by
subdivisons (a), (b), (c), and (d) of Section 128735 with the office within four months after the close of
the facility’ sfisca year, except as provided in paragraph (2).

(2 (A) If alicensee rdinquishes the facility license or puts the facility licensure in suspense, the
last day of active licensure shall be deemed afiscad year end.
(B) If afiscd year end is created because the facility license isreinquished or put in
suspense, the facility shdl file the reports required by subdivisions (@), (b), (c), and (d) of Section
128735 within two months after the last day of active licensure.

(3) The office shal make the reports filed pursuant to paragraph (1) available not later than
three months after they arefiled.
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(4) (A) Effectivefor fisca years ending on or after December 31, 1991, the reports required
by subdivisons (a), (b), (c), and (d) of Section 128735 shdl be filed with the office by dectronic media,
as determined by the office.

(B) Congregate living hedth facilities are exempt from the eectronic media reporting
requirements of subparagraph (A).

(©) A hospita shal file the reports required by subdivision (g) of Section 128735 asfollows:

(1) For patient discharges on or after January 1, 1999, through December 31, 1999, the
reports shal be filed semiannualy by each hospitd or its designee not later than Sx months after the end
of each semiannua period, and shdl be available from the office no later than six months after the date
that the report was filed.

(2) For patient discharges on or after January 1, 2000, through December 31, 2000, the
reports shal be filed semiannually by each hospita or its designee not later than three months after the
end of each semiannud period. The reports shall be filed by eectronic tape, diskette, or smilar medium
as gpproved by the office. The office shdl approve or rgect each report within 15 days of receiving it.
If areport does not meet the standards established by the office, it shall not be approved asfiled and
shdl bergected. The report shdl be considered not filed as of the date the facility is notified thet the
report isrejected. A report shall be available from the office no later than 15 days after the date thet the
report is approved.

(3) For patient discharges on or after January 1, 2001, the reports shall be filed by each
hospita or its designee for report periods and at times determined by the office. The reports shal be
filed by online transmission in formats congstent with nationa stlandards for the exchange of eectronic
information. The office shal gpprove or rgect each report within 15 days of recaiving it. If areport
does not meet the standards established by the office, it shal not be gpproved asfiled and shall be
rgected. The report shal be consdered not filed as of the date the facility is notified that the report is
rgected. A report shall be available from the office no later than 15 days after the date that the report is
approved.

(d) Thereports required by subdivision (a) of Section 128736 shdl be filed by each hospitd for
report periods and a times determined by the office. The reports shdl be filed by online transmissonin
formats congstent with nationa standards for the exchange of eectronic information. The office shal
approve or regject each report within 15 days of receiving it. If areport does not meet the standards
established by the ffice, it shdl not be gpproved asfiled and shdl bergected. The report shal be
consdered not filed as of the date the facility is notified that the report isrgjected. A report shall be
available from the office no later than 15 days after the report is approved.

(e) The reports required by subdivision (a) of Section 128737 shall be filed by each hospita or
freestanding ambulatory surgery clinic for report periods and at times determined by the office. The
reports shall befiled by online transmission in formats consstent with national standards for the
exchange of dectronic information. The office shal approve or reject each report within 15 days of
recaiving it. If areport does not meet the standards established by the office, it shal not be approved as
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filed and shdl bergected. The report shall be consdered not filed as of the date the facility is notified
that the report isrgected. A report shall be available from the office no later than 15 days after the
report is approved.

(f) Fadilities shdl not be required to maintain a full-time eectronic connection to the office for the
purposes of online transmission of reports as specified in subdivisions (c), (d), and (e). The office may
grant exemptions to the online transmission of data requirements for limited periods to facilities. An
exemption may be granted only to afacility that submits awritten request and documents or
demondtrates a specific need for an exemption. Exemptions shdl be granted for no more than one year
a atime, and for no more than atotd of five consecutive years.

(9) Thereportsreferred to in paragraph (2) of subdivision (a) of Section 128730 shdl be filed with
the office on the dates required by applicable law and shdl be available from the office no later than six
months after the date that the report was filed.

(h) The office shal make available to dl interested parties a copy of any report referred to in
subdivision (a), (b), (c), (d), or (g) of Section 128735, subdivision (a) of Section 128736, subdivision
(&) of Section 128737, and Section 128740 and, in addition, shal make available in dectronic formats
reports referred to in subdivison (a), (b), (c), (d), or (g) of Section 128735, subdivison (a) of Section
128736, subdivison (a) of Section 128737, and Section 128740 unless the office determines that an
individua patient’s rights of confidentiaity would be violated. The office shal make the reports available
at cost.

(Added by Stats. 1995, c. 415 (S.B. 1360) § 9. Former § 443.33, added by Stats. 1984, c.

1326, § 7, amended by Stats. 1985, c. 1021, § 7; Stats. 1988, c. 1140, § 2; Stats. 1990, c.
502, § 1, amended by Stats. 1998, c. 735 (S.B. 1973) § 12))
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§ 128760. Health facilities, accounting and auditing systems; modificationsto discharge
data reporting requirements; reporting provisions, county hospital systems
financial reporting requirements

(@ Onand after January 1, 1986, those systems of hedlth facility accounting and auditing formerly
approved by the Cdifornia Hedth Fecilities Commission shal remain in full force and effect for use by
hedth facilities but shal be maintained by the office with the advice of the Hedlth Policy and Data
Advisory Commisson.

(b) The office, with the advice of the commisson, shdl alow and provide, in accordance with
appropriate regulations, for modifications in the accounting and reporting systems for use by hedlth
facilitiesin meeting the requirements of this chapter if the modifications are necessary to do any of the
fallowing:

(1) To correctly reflect differencesin size of, provison of, or payment for, services rendered by
hedth facilities.

(2) To correctly reflect differencesin scope, type, or method of provison of, or payment for,
services rendered by hedth facilities.

(3) Toavoid unduly burdensome costs for those hedlth facilities in meeting the requirements of
differences pursuant to paragraphs (1) and (2).

(c) Modifications to discharge data reporting requirements. The office, with the advice of the
commission, shal alow and provide, in accordance with gppropriate regulations, for modifications to
discharge data reporting format and frequency requirementsiif these modifications will not impair the
office’ s ability to process the data or interfere with the purposes of this chapter. This modification
authority shdl not be construed to permit the office to administratively require the reporting of discharge
data items not specified pursuant to Section 128735.

(d) Modificationsto emergency care data reporting requirements. The office, with the advice of the
commission, shal alow and provide, in accordance with gppropriate regulations, for modifications to
emergency care data reporting format and frequency requirementsiif these modifications will not impair
the office’ s ability to process the data or interfere with the purposes of this chapter. This modification
authority shal not be consrued to permit the office to require adminigratively the reporting of
emergency care dataitems not specified in subdivison (a) of Section 128736.

(e) Modifications to ambulatory surgery data reporting requirements. The office, with the advice of
the commission, shdl alow and provide, in accordance with gppropriate regulations, for modifications
to ambulatory surgery data reporting format and frequency requirementsif these modifications will not
impair the office s ability to process the data or interfere with the purposes of this chapter. The
modification authority shal not be construed to permit the office to require administratively the reporting
of ambulatory surgery dataitems not specified in subdivision (a) of Section 128737.
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() Reporting provisonsfor hedth facilities. The office, with the advice of the commisson, shal
establish specific reporting provisons for hedlth facilities that receive a preponderance of their revenue
from associated comprehensve group-practice prepayment hedlthcare service plans. These hedlth
facilities shal be authorized to utilize established accounting systems, and to report costs and revenuesin
amanner that is consistent with the operating principles of these plans and with generaly accepted
accounting principles. When these hedlth facilities are operated as units of a coordinated group of hedlth
facilities under common management, they shdl be authorized to report as a group rather than as
individua indtitutions. Asagroup, they shal submit a consolidated income and expense statement.

(9) Hospitas authorized to report as a group under this subdivison may eect to file cost data
reports required under the regulations of the Socid Security Adminigtration in its administration of Title
XVIII of the federa Socia Security Act in lieu of any comparable cost reports required under Section
128735. However, to the extent that cost datais required from other hospitals, the cost data shall be
reported for each individua ingtitution.

(h) The office, with the advice of the commission, shdl adopt comparable modifications to the
financia reporting requirements of this chapter for county hospital systems consistent with the purposes
of this chapter.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former § 443.34, added by Stats. 1984, c.
1326, 8 7, amended by Stats. 1984, c. 1338, § 2; Stats. 1985, c. 756, § 5, amended by Stats.
1998, c. 735 (S.B. 1973) § 13)

§ 128765. File of reports; public inspection; certified copies, summaries; public liaison

(@ The office, with the advice of the commisson, shdl maintain afile of dl the reports filed under
this chapter at its Sacramento office. Subject to any rules the office, with the advice of the commission,
may prescribe, these reports shdl be produced and made available for ingpection upon the demand of
any person, with the exception of hospital discharge abstract data that shall be available for public
ingpection unless the office determines that an individud patient’ srights of confidentidity would be
violated.

(b) Copies certified by the office as being true and correct, copies of reports properly filed with the
office pursuant to this chapter, together with summaries, compilations, or supplementary reports
prepared by the office, shal be introduced as evidence, where relevant, at any hearing, investigation, or
other proceeding held, made, or taken by any state, county, or local governmental agency, board, or
commission that participates as a purchaser of hedth facility services pursuant to the provisions of a
publicly financed State or federd hedthcare program. Each of these ate, county, or loca governmenta
agencies, boards, and commissions shal weigh and consider the reports made available to it pursuant to
the provisons of this subdivision in its formulation and implementation of policies, regulaions, or
procedures regarding reimbursement methods and rates in the administration of these publicly financed
programs.

(©) Theoffice, with the advice of the commission, shall compile and publish summaries of the data
for the purpose of public disclosure. The commission shal gpprove the policies and procedures relive
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to the manner of data disclosure to the public. The office, with the advice of the commission, may
initiate and conduct studies as it determines will advance the purposes of this chepter.

(d) In order to assure that accurate and timely data are available to the public in useful formats, the
office shdl establish apublic liaison function. The public liaison shdl provide technicd assstance to the
generd public on the uses and applications of individua and aggregate hedth facility data and shall
provide the director and the commission with an annuad report on changes that can be made to improve
the public’s accessto data.

(& Inaddition toits public liaison function, the office shal continue the publication of aggregate
industry and individua hedlth facility cost and operationa data published by the Cdifornia Hedlth
Facilities Commission as described in subdivison (b) of Section 441.95 as that section existed on
December 31, 1985. This publication shdl be submitted to the Legidature not later than March 1 of
each year commencing with calendar year 1986 and in addition shdl be offered for sde asapublic
document.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former § 443.35, added by Stats. 1984, c.
1326, § 7, amended by Stats. 1985, c. 1021, § 8.)

§128770. Penalties; disposition

(@ Any hedth facility that does not file any report as required by this chapter with the officeisliable
for acivil pendty of one hundred dollars ($100) aday for each day the filing of any report is delayed.
No pendty shal beimposed if an extenson is granted in accordance with the guidelines and procedures
edtablished by the office, with the advice of the commission.

(b) Any hedth facility that does not use an gpproved system of accounting pursuant to the
provisons of this chapter for purposes of submitting financid and Statistica reports as required by this
chapter shdl be liable for acivil pendty of not more than five thousand dallars ($5,000).

() Civil pendties are to be assessed and recovered in acivil action brought in the name of the
people of the State of California by the office. Assessment of acivil penaty may, at the request of any
hedlth facility, be reviewed on apped, and the penalty may be reduced or waived for good cause.

(d) Any money which isreceived by the office pursuant to this section shal be paid into the Genera
Fund.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former ' 443.36, added by Stats. 1984, c.
1326,87.)

8 128775. Petition for review; hearing; judicial review; subpoena powers
(@ Any hedth facility affected by any determination made under this part by the office may petition
the office for review of the decison. This petition shal be filed with the office within 15 business days,

or within a greater time as the office, with the advice of the commisson, may dlow, and shdl specificdly
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describe the matters which are disputed by the petitioner.

(b) A hearing shdl be commenced within 60 caendar days of the date on which the petition was
filed. The hearing shal be held before an employee of the office, an adminidrative law judge employed
by the Office of Adminigrative Hearings, or a committee of the commission chosen by the chairperson
for this purpose. If held before an employee of the office or acommittee of the commission, the hearing
shdl be held in accordance with any procedures as the office, with the advice of the commisson, shdl
prescribe. If held before an adminidrative law judge employed by the Office of Adminidrative
Hearings, the hearing shdl be held in accordance with Chapter 5 (commencing with Section 11500) of
Part 1 of Division 3 of Title 2 of the Government Code. The employee, adminigtrative law judge, or
committee shall prepare a recommended decision including findings of fact and conclusons of law and
present it to the office for its adoption. The decison of the office shdl be in writing and shdl befind.
The decision of the office shal be made within 60 calendar days after the conclusion of the hearing and
shdl be effective upon filing and service upon the petitioner.

() Judicid review of any find action, determination, or decison may be had by any party to the
proceedings as provided in Section 1094.5 of the Code of Civil Procedure. The decision of the office
shdl be upheld againgt aclam that its findings are not supported by the evidence unless the court
determines that the findings are not supported by substantia evidence.

(d) Theemployee of the office, the adminidrative law judge employed by the Office of
Adminigrative Hearings, the Office of Adminigrative Hearings, or the committee of the commission,
may issue subpoenas and subpoenas duces tecum in amanner and subject to the conditions established

by Article 11 (commencing with Section 11450.10) of Chapter 4.5 of Part 1 of Divison 3 of Title 2 of
the Government Code.

(&) Thissection shal become operative on July 1, 1997.

(Formerly § 443.37, added by Stats. 1984, c. 1326, 8§ 7. Amended by Stats. 1985, c. 1021,
89; Stats. 1995, c. 938 (S.B. 523), 8 59, operative July 1, 1997. Renumbered 8
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128775 and amended by Stats. 1996, c. 1023 (S.B. 1497), §141.4, eff. Sept. 29, 1996,
operative duly 1, 1997.)

§ 128780. District hospitals; completeness of disclosure

Notwithstanding any other provision of law, the disclosure aspects of this chapter shall be deemed
complete with respect to district hospitals, and no district hospital shal be required to report or disclose
any additiona financid or utilization data to any person or other entity except asis required by this
chapter.

(Added by Stats. 1995, c. 415 (S.B. 1360), § 9. Former § 443.38, added by Stats. 1984, c.
1326,87.)

§ 128782. Small and rural hospitals, exemption from eectronic filing requirements; one-
timereduction in fee

Notwithstanding any other provision of law, upon the request of asmal and rurd hospitd, as
defined in Section 124840, the office shal do dl of the following:

(@ If the hospitd did not file financid reports with the office by dectronic media as of January 1,
1993, the office shall, on a case-by-case basis, do one of the following:

(1) Exempt the smdl and rura hospital from any eectronic filing requirements of the office
regarding annud or quarterly financia disclosure reports specified in Sections 128735 and 128740.

(2) Provide aone-time reduction in the fee charged to the smdl and rurd hospital not to exceed
the maximum amount assessed pursuant to Section 127280 by an amount equa to the costs incurred by
the smdl and rurd hospital to purchase the computer hardware and software necessary to comply with
any dectronic filing requirements of the office regarding annua or quarterly financid disclosure reports
specified in Sections 128735 and 128740.

(b) The office shdl provide a one-time reduction in the fee charged to the small and rurd hospita
not to exceed the maximum amount assessed pursuant to Section 127280 by an amount equal to the
costsincurred by the smal and rurd hospita to purchase the computer software and hardware
necessary to comply with any dectronic filing requirements of the office regarding reports specified in
Sections 128735, 128736, and 128737.

(¢) Theoffice shdl provide the hospitd with assstance in meeting the requirements specified in
paragraphs (1) and (2) of subdivision () of Section 128755 that the reports required by subdivison (g)
of Section 128735 befiled by eectronic mediaor by online transmisson. The assstance shdl include
the provision to the hospital by the office of acomputer program or computer software to create an
electronic file of patient discharge abstract datarecords. The program or software shall incorporate
validity checks and edit standards.
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(d) The office shdl provide the hospita with assstance in meeting the requirements specified in
subdivision (d) of Section 128755 that the reports required by subdivison (a) of Section 128736 be
filed by online transmisson. The assstance shdl include the provison to the hospita by the office of a
computer program or computer software to create an eectronic file of emergency care data records.
The program or software shdl incorporate vaidity checks and edit sandards.

(&) Theoffice shal provide the hospitd with assstance in meeting the requirements specified in
subdivision (€) of Section 128755 that the reports required by subdivison (a) of Section 128737 be
filed by online trangmisson. The assgtance shdl include the provison to the hospital by the office of a
computer program or computer software to create an eectronic file of ambulatory surgery data records.

The program or software shdl incorporate validity checks and edit standards.

(Added by Stats. 1996, c. 1023 (S.B. 1497), § 369, &ff. Sept. 29, 1996, amended by Stats.
1998, c. 735 (S.B. 1973) § 14.)

§ 128785. Regulationsto remain in effect

On January 1, 1986, dl regulations previoudy adopted by the Cdifornia Hedlth Fecilities
Commission that relae to functions vested in the office and that are in effect on that deate, shal remainin
effect and shdl be fully enforcegble to the extent that they are consstent with this chapter, as determined
by the office, unless and until readopted, amended, or repealed by the office following review and
comment by the commission.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former § 443.40, added by Stats. 1984, c.
1326, §7.)

§ 128790. Transfer of funds

Pursuant to Section 16304.9 of the Government Code, the Controller shdl transfer to the office the
unexpended baance of funds as of January 1, 1986, in the Cdifornia Hedth Facilities Commission
Fund, available for use in connection with the performance of the functions of the Cdifornia Hedlth
Facilities Commission to which it has succeeded pursuant to this chapter.

(Added by Stats. 1995, ¢. 415 (S.B. 1360), § 9. Former § 443.41, added by Stats. 1984, c.
1326,§7.)
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§ 128795. Transfer of officersand employees other than temporary employees

All officers and employees of the California Hedlth Facilities Commisson who, on December 31,
1985, are serving the state civil service, other than as temporary employees, and engaged in the
performance of afunction vested in the office by this chapter shal be transferred to the office. The
datus, positions, and rights of such persons shal not be affected by the transfer and shdl be retained by
them as officers and employees of the office, pursuant to the State Civil Service Act except asto
positions exempted from civil service.

(Added by Stats. 1995, ¢. 415 (S.B. 1360), § 9. Former § 443.42, added by Stats. 1984, c.
1326,§7.)

§ 128800. Transfer of real and personal property of California health facilities commission

The office shall have possession and control of &l records, papers, offices, equipment, supplies,
moneys, funds, gppropriations, land, or other property, rea or persond, held for the benefit or use of
the Cdlifornia Hedth Facilities Commission for the performance of functions transferred to the office by
this chapter.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former § 443.43, added by Stats. 1984, c.
1326, §7.)

§ 128805. Contracts

The office may enter into agreements and contracts with any person, department, agency,
corporation, or legd entity as are necessary to carry out the functions vested in the office by this chapter
or any other law.

(Added by Stats. 1995, c. 415 (S.B. 1360), 8§ 9. Former § 443.44, added by Stats. 1984, c.
1326, §7.)

§128810. Administration; rulesand regulations

The office shdl adminigter this chapter and shal make dl rules and regulations necessary to
implement the provisons and achieve the purposes stated herein. The commission shal advise and
conault with the office in carrying out the adminidration of this part.

(Added by Stats. 1995, c. 415 (S.B. 1360), § 9. Former § 443.45, added by Stats. 1984, c.
1326,§7.)
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§ 128812 Plan of data interchange

On or before June 30, 2001, the office shdl submit to the Legidature a plan to achieve the god of
data interchange between and among hedth facilities, healthcare service plans, insurers, providers,
emergency medica services providers and loca emergency medical services agencies, and other sate
agenciesin Cdifornia Implementation of the plan shall begin no later than July 1, 2002. On or before
June 30, 2002, the office shdl submit a progress report to the Legidature, including the status of the
data interchange capabilities facilitated by the office. The office, with the advice of the commission, shall
engage a qudified outsde consulting organization to evauate progress made by the office and make
recommendations to the Legidature by June 30, 2003.

(Added by Stats. 1998, c. 735 (S.B. 1973) § 15.)
§ 128815 Duration of part
SEC. 16. Section 128815 of the Health and Safety Code is amended to read:

This chapter shall remain operative only until June 30, 2004, and as of January 1, 2005, is repeded,
unless alater enacted statute, chaptered prior to that date, extends or deletes that date.

SEC. 17. The sum of one million two hundred forty thousand five hundred dollars ($1,240,500) is
hereby appropriated from the Cdifornia Hedth Planning and Data Fund, without regard to fiscd yesr,
to the Office of Statewide Heath Planning and Development for dlocation as follows:

(@ Thesum of two hundred fifty thousand dollars ($250,000) for the purpose of conducting a
comprehensive review of hospita reporting requirementsto the Sate.

(b) The sum of nine hundred ninety thousand five hundred dollars ($990,500) for the systems
development costs associated with improving the timeliness of the patient discharge data program and
the callection of ambulatory surgery and emergency department records.

(Formerly § 443.46, added by Stats. 1984, c. 1326, 8 7. Amended by Stats. 1988, c. 1140,
8 3; Stats. 1995, c. 543 (S.B. 1109), § 3, ff. Oct. 4, 1995. Renumbered § 128815 and
amended by Stats. 1996, c. 1023 (S.B. 1497), § 142, eff. Sept. 29, 1996, amended by Stats.
1998, c. 735 (S.B. 1973) § 16.)
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[ The following section while not within Part 5, Chapter 1, is relevant to the Health Data and
Advisory Council Consolidation Act.]

§ 127280 Special fee charged to health facilities; California Health Data and Planning
Fund; failureto pay fees

[ This version of Section 127180 is operative until January 1, 2002. The following
version of Section 127280 will become operative January 1, 2002.]

(& Every hedth fadility licensed pursuant to Chapter 2 (commencing with Section 1250) of Divison
2, except a hedth facility owned and operated by the state, shdl be charged afee of not more than
0.035 percent of the hedlth facility’ s gross operating cost for the provision of hedlthcare servicesfor its
last fiscd year ending prior to the effective date of this section. Theresfter the office shal st for, charge
to, and collect from al hedth facilities, except hedth facilities owned and operated by the Sate, a specid
fee, that shdl be due on July 1, and ddinquent on July 31 of each year beginning with the year 1977, of
not more than 0.035 percent of the health facility’ s gross operating cost for provison of hedthcare
servicesfor its last fiscd year that ended on or before June 30 of the preceding caendar year. Each
year the office shall establish the fee to produce revenues equa to the appropriation to pay for the
functions required to be performed pursuant to this chapter or Chapter 1 (commencing with Section
128675) of Part 5 by the office, the area and locd hedlth planning agencies, and the Advisory Hedth
Council.

Hedth facilities that pay fees shall not be required to pay, directly or indirectly, the share of the costs
of those hedlth facilities for which fees are waived.

(b) Thereis hereby established the Cdifornia Hedth Data and Planning Fund within the office for
the purpose of receiving and expending fee revenues collected pursuant to this chapter.

(¢) Any amounts raised by the collection of the specid fees provided for by subdivision (a) of this
section that are not required to meet gppropriations in the Budget Act for the current fiscal year shdll
remain in the Cdifornia Hedth Data and Planning Fund and shdl be available to the office and the
council in succeeding years when gppropriated by the Legidature, for expenditure under the provisions
of this chapter, and Chapter 1 (commencing with Section 128675) of Part 5 and shall reduce the
amount of the specid fees that the office is authorized to establish and charge.

(d) No hedth facility liable for the payment of fees required by this section shall be issued alicense
or have an exigting license renewed unless the fees are paid. New, previoudy unlicensed hedlth facilities
shall be charged a pro rata fee to be established by the office during the first year of operation.

The license of any hedth facility, againgt which the fees required by this section are charged, shdl be
revoked, after notice and hearing, if it is determined by the office that the fees required were not paid
within the time prescribed by subdivison ().

(e) Thissection shal remain in effect only until January 1, 2002, and as of that date is repeded,
unless alater enacted statute, that is enacted before January 1, 2002, deletes or extends that date.
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§ 127280 Special fee charged to health facilities; California Health Data and Planning
Fund; failureto pay fees

[ This version of Section 127280 will become operative on January 1, 2002. The
previous version of Section 127280 is operative until January 1, 2002.]

(@ Every hedth facility licensed pursuant to Chapter 2 (commencing with Section 1250) of Divison
2, except a hedth facility owned and operated by the state, shall each year be charged a fee established
by the office consstent with the requirements of this section.

(b) Every freestanding ambulatory surgery clinic as defined in Section 128700 shdl each year be
charged a fee established by the office condgstent with the requirements of this section.

(c) Thefee structure shdl be established each year by the office to produce revenues equa to the
appropriation to pay for the functions required to be performed pursuant to this chapter or Chapter 1
(commencing with Section 128675) of Part 5 by the office and the Cdifornia Hedlth Policy and Data
Advisory Commisson. Thefee shdl be due on July 1 and ddinquent on July 31 of each yesar.

(d) Thefeefor ahedth facility that is not a hospita, as defined in subdivison () of Section
128700, shal be not more than 0.035 percent of the gross operating cost of the facility for the provison
of hedthcare servicesfor itslast fiscd year that ended on or before June 30 of the preceding calendar
year.

(e) Thefeefor ahogpitd, as defined in subdivision () of Section 128700, shall be not more than
0.035 percent of the gross operating cost of the facility for the provision of hedthcare servicesfor its
last fiscal year that ended on or before June 30 of the preceding calendar yesr.

(" (1) Thefeefor afreestanding ambulatory surgery clinic shal be established a an amount equa
to the number of ambulatory surgery data records submitted to the office pursuant to Section 128737
for encounters in the preceding caendar year multiplied by not more than fifty cents ($0.50).

(2) (A) For the cdendar year 2002 only, a freestanding ambulatory surgery clinic shal estimate
the number of records it will file pursuant to Section 128737 for the calendar year 2002 and shdl report
that number to the office by March 12, 2002. The estimate shdl be as accurate as possble. Thefeein
the cdendar year 2002 shall be established initidly a an amount equd to the estimated number of
records reported multiplied by fifty cents ($0.50) and shal be due on July 1 and ddinquent on July 31,
2002.

(B) The office shal compare the actual number of records filed by each freestanding clinic
for the calendar year 2002 pursuant to Section 128737 with the estimated number of records reported
pursuant to subparagraph (A). 1f the actua number reported is less than the estimated number
reported, the office shdl reduce the fee of the clinic for caendar year 2003 by the amount of the
difference multiplied by fifty cents ($0.50). If the actua number reported exceeds the estimated number
reported, the office shdl increase the fee of the clinic for caendar year 2003 by the amount of the
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difference multiplied by fifty cents ($0.50) unless the actua number reported is grester than 120 percent
of the estimated number reported, in which case the office shdl increase the fee of the clinic for caendar
year 2003 by the amount of the difference, up to and including 120 percent of the estimated number,
multiplied by fifty cents ($0.50), and by the amount of the difference in excess of 120 percent of the
estimated number multiplied by one dollar ($1).

(g) Thereis hereby established the Cdifornia Hedlth Data and Planning Fund within the office for
the purpose of receiving and expending fee revenues collected pursuant to this chapter.

(h) Any amounts raised by the collection of the specid fees provided for by subdivisons (d), (e),
and (f) that are not required to meet appropriations in the Budget Act for the current fiscal year shall
remain in the Cdifornia Hedth Data and Planning Fund and shdl be available to the office and the
commission in succeeding years when appropriated by the Legidature for expenditure under the
provisions of this chapter and Chapter 1 (commencing with Section 128675) of Part 5, and shall reduce
the amount of the specid fees that the office is authorized to establish and charge.

() (1) No hedth facility lidble for the payment of fees required by this section shall beissued a
license or have an exidting license renewed unlessthe feesare paid. A new, previoudy unlicensed,
hedlth facility shdl be charged a pro rata fee to be established by the office during the first year of
operation.

(2) Thelicense of any hedth facility, against which the fees required by this section are charged,
shal be revoked, after notice and hearing, if it is determined by the office that the fees required were not
paid within the time prescribed by subdivision (c).

() Thissection shall become operative on January 1, 2002.
(Added by Stats. 1995, c. 415 (S.B. 1360), 8 9. Former 8§ 439, added by Stats. 1976, c.

854, 8§ 31, amended by Stats. 1984, c. 1326, § 6; Stats. 1985, c. 1021, § 1; Stats. 1986, c.
1084, § 1; Stats. 1988, c. 67, § 1, amended by Stats. 1998, c. 735 (S.B. 1973) § 2))
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97210. Notice of Change in Hospital Operations, Contact Person, Method of Submission
or Designated Agent.

(@ Each hospitd shdl natify the Office's Discharge Data Program in writing within 30 days after
any change in the person designated as the patient discharge contact person or in the telephone number
of the contact person.

(b) Each hospitd shdl notify the Office' s Discharge Data Program in writing within 30 days after
any change in method of submisson or change in designated agent for the purpose of submitting the
hospital’ s discharge data report. If there is achange in designated agent, the hospital or its new
designated agent must comply with Section 97215. A hospital may submit its own discharge deata
report directly to the Office’' s Discharge Data Program, or it may designate an agent for this purpose.

(c) Each hospitd beginning or resuming operations, whether in anewly congtructed facility or in an
exiging facility, shal notify the Office s Discharge Data Program within 30 days after itsfirst day of
operation of its. designated agent for the purpose of submitting the hospita’ s discharge data report (if it
chooses not to submit its discharge data report directly), method of submission, contact person, and
telephone number of contact person. The hospital shal be provided a unique identification number that
it can report pursuant to Section 97239. Pursuant to Section 97215, the hospitdl, if it chooses to
designate itself to submit its discharge data report, and its method of submission is not Manua Abstract
Reporting Form (OSHPD 1370), shal submit a set of test data that isin compliance with the required
format. Pursuant to Section 97215, any agent the hospital designates to submit its discharge data report
on its behaf must have submitted atest set of detathat isin compliance with the required format, prior
to the due date of the hospital’ sfirst reporting period.

Authority: Section 128810, Hedlth and Safety Code.
Reference: Section 128735, Hedlth and Safety Code.

97211. Reporting Periods and Due Dates.

(@ The prescribed reporting period is caendar semiannud, which means that there are two
reporting periods each year, condsting of discharges occurring January 1 through June 30 and
discharges occurring July 1 through December 31. The prescribed due dates are Sx months after the
end of each reporting period; thus, the due date for the January 1 through June 30 reporting
period is December 31 of the same year, and the due date for the July 1 through December 31
reporting period is June 30 of the following year.

(b) Where there has been a change in the licensee of a hospitd, the effective date of the changein
licensee shdl condtitute the start of the reporting period for the new licensee, and this first reporting
period shdl end on June 30 or December 31, whichever occursfirs. Thefina day of the reporting
period for the previous licensee shdl be the last day their licensure was effective, and the due date for
the discharge data report shdl be sx months after the find day of this reporting period.

(c) Discharge datareports shal be filed, as defined by Section 97005, by the date the discharge
datareport isdue. Where ahospital has been granted an extension, pursuant to Section 97241, the
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ending date of the extenson shal condtitute the new due date for that discharge data report.

Authority: Section 128810, Health and Safety Code.
Reference: Section 128735, Health and Safety Code.

97212. Definitions, asused in this Article.

(@ CdiforniaHospital Discharge Data Set. The Cdifornia Hospital Discharge Data Set congists of
the data elements of the hospital discharge abstract data record, as specified in Subdivision (g) of
Section 128735 of the Hedlth and Safety Code.

(b) Computer Media. Computer media means computer tape (redl or cartridge), diskette, or
compact disk.

(c) Desgnated Agent. An entity designated by a hospital to submit that hospital’ s discharge data
records to the Office's Discharge Data Program; may include the hospital’ s abstractor, a data
processing firm, or the data processing unit in the hospital’ s corporate office.

(d) Discharge. A dischargeis defined as a newborn or a person who was formally admitted to a
hospital as an inpatient for observation, diagnos's, or treetment, with the expectation of remaining
overnight or longer, and who is discharged under one of the following circumstances:

(1) isformally discharged from the care of the hospital and leaves the hospitd,

(2) transferswithin the hospital from one type of care to another type of care, as defined by
Subsection (i) of Section 97212, or

(3) hasdied.

() DRG. Diagnosis Reaed Groupsis a classfication scheme with which to categorize patients
according to clinical coherence and expected resource intengity, asindicated by their diagnoses,
procedures, age, sex, and disposition, and was established and is revised annualy by the U.S.
Hedthcare Financing Adminitration.

() Do Not Resuscitate (DNR) Order. A DNR order is adirective from aphysician in apatient’s
current inpatient medica record ingtructing that the patient is not to be resuscitated in the event of a
cardiac or pulmonary arrest. In the event of a cardiac or pulmonary arrest, resuscitative measures
include, but are not limited to, the following: cardiopulmonary resuscitation (CPR), intubation,
defibrillation, cardioactive drugs, or asssted ventilation.

(g9) ICD-9-CM. Thelnternational Classfication of Diseases, 9th Revison, Clinica Modification,
published by the U.S. Department of Health and Human Services. Coding guiddines and annud
revisonsto ICD-9-CM are made nationdly by the * cooperating parties’ (the American Hospital
Association, the Hedlthcare Financing Adminigtration, the National Center for Hedth Statistics, and the
American Hedth Information Management Association).
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(h) Method of Submisson. A method of submisson isthe medium used by a hospitd or its
designated agent to submit a discharge data report to the Office and may be one of the following:

(1) computer tape (red or cartridge),
(2) diskette,
(3) compact disk, or
(4) Manua Abstract Reporting Form (OSHPD 1370).
(i) Typeof Care. Type of careisdefined as one of the following:

(1) Skilled nurang/intermediate care. Skilled nursing/intermediate care means inpatient care
that is provided to inpatients occupying beds appearing on a hospita’ s license in the classfications of
skilled nursing or intermediate care, as defined by Subdivisions (8)(2), (a)(3), or (a)(4), of Section
1250.1 of the Hedlth and Safety Code.  Skilled nursing/intermediate care dso means inpatient care that
is provided to inpatients occupying generad acute care beds that are being used to provide skilled
nursing/intermediate care to those inpatients in an gpproved swing bed program.

(2) Physcd rehdbilitation care. included on a hospitd’ s license within the generd acute care
classfication, as defined by Subdivision Physicd rehabilitation care means inpatient care thet is provided
to inpatients occupying beds (a)(1) of Section 1250.1 of the Health and Safety Code, and designated as
rehabilitation center beds, as defined by Subsection (a) of Section 70034 and of Section 70595.

(3) Psychiatric care. Psychiatric care meansinpatient care that is provided to inpatients
occupying beds appearing on a hospitd’ s license in the classfication of acute psychiatric beds, as
defined by Subdivision (8)(5) of Section 1250.1 of the Hedlth and Safety Code, and psychiatric hedth
fecility, as defined by Subdivison (a) of Section 1250.2 of the Hedlth and Safety Code.

(4) Chemical dependency recovery care. Chemical dependency recovery care means inpatient
care that is provided to inpatients occupying beds appearing on a hospita’ s license as chemica
dependency recovery beds, as defined by Subdivison (a)(7) of Section 1250.1 and Subdivisions (a),
(©), or (d) of Section 1250.3 of the Health and Safety Code.

(5) Acute care. Acute care, as defined by Subdivision (a)(1) of Section 1250.1 of the Hedlth
and Safety Code, means dl other types of inpatient care provided to inpatients occupying al other types
of licensed beds in a hospital, other than those defined by Subsections (i)(1), (i)(2), ()(3), and (i)(4) of
this section

() Licensee. Licensee means an entity that has been issued a license to operate a hospita, as
defined by Subdivision (c) of Section 128700 of the Hedlth and Safety Code.

(k) Record. A record isdefined asthe set of data elements of the “hospita discharge abstract data
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record,” as specified in Subdivision (g) of Section 128735 of the Hedlth and Safety Code, for one
patient.

() Report. A report is defined asthe collection of dl records submitted by a hospitd for a
semiannua reporting period or for a shorter period, pursuant to Subsection (b) of Section 97211.

Authority: Section 128810, Health and Safety Code.
Reference: Sections 128735, 1250, and 1250.1, Health and Safety Code.

97213. Required Reporting.

(@ Each hospitd shdl submit the data e ements of the hospitd discharge abstract data record, as
specified in Subdivison (g) of Section 128735 of the Hedlth and Safety Code, for each inpatient
discharged during the semiannuad reporting period, according to the format specified in Section 97215
and by the dates specified in Section 97211.

(b) For discharges on or after January 1, 1997, a hospital shall separately identify records of
patients being discharged from the acute care type of care, as defined by Subsection (i)(5) of Section
97212. The method of identification depends on the method the hospital has chosen to submit these
records. If submitted on Manua Abstract Reporting Forms (OSHPD 1370), the hospitd shdl identify
these records by recording a“1” in the space provided. If submitted on computer media, the hospital
shall identify these records by recording a“1” in the first position on each of these records.

(c¢) For discharges on or after January 1, 1997, a hospital shall separately identify records of
patients being discharged from the skilled nursing/intermediate care type of care, as defined by
Subsection (i)(1) of Section 97212. The method of identification depends on the method the hospital
has chosen to submit these records. If submitted on Manual Abstract Reporting Forms (OSHPD
1370), the hospita shal identify these records by recording a“3” in the space provided. If submitted on
computer media, the hospital shall identify these records by recording a3’ in the first position on each
of these records.

(d) For dischargeson or after January 1, 1997, ahospita shal separately identify records of
patients being discharged from the psychiatric care type of care, as defined by Subsection (i)(3) of
Section 97212. The method of identification depends on the method the hospita has chosen to submit
these records. If submitted on Manual Absiract Reporting Forms (OSHPD 1370), the hospital shall
identify these records by recording a“4” in the space provided. If submitted on computer media, the
hospitd shdl identify these records by recording a“4” in the first position on each of these records.

(e) For discharges on or after January 1, 1997, a hospital shall separately identify records of
patients being discharged from the chemica dependency recovery care type of care, as defined by
Subsection (i)(4) of Section 97212. The method of identification depends on the method the hospital
has chosen to submit these records. |f submitted on Manual Abstract Reporting Forms (OSHPD
1370), the hospital shall identify these records by recording a*“5” in the space provided. If submitted on
computer media, the hospital shal identify these records by recording a“5” in the first postion on each
of these records.
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(f) For discharges on or after January 1, 1997, a hospitd shal separately identify records of
patients being discharged from the physica rehabilitation care type of care, as defined by Subsection
(1)(2) of Section 97212. The method of identification depends on the method the hospital has chosen to
submit these records. If submitted on Manua Abstract Reporting Forms (OSHPD 1370), the hospital
shall identify these records by recording a“6” in the space provided. If submitted on computer media,
the hospital shall identify these records by recording a“6” in the first position on each of these records.

(9) Each discharge data report shall be submitted a one time, use one method of submission, and
shdl include dl types of care.

(h) A hospita operating under a consolidated license may submit its discharge data report in
Separate sets of records thet relate to separate physical plants.

(i) If ahospital operating under a consolidated license submits its report in separate sets of records,
the compilation of those sets mugt include dl discharge records from al types of care and from dl
physica plants on that hospital’ s license. The complete compilation of sets of records for a hospita
comprises that hospital’ s discharge data report for purposes of this Article.

Authority: Section 128810, Health and Safety Code.
Reference: Section 128735, Health and Safety Code.

97214. Form of Authentication.

(& Hogpitas submitting their hospital discharge abstract data records using the Manua Abstract
Reporting Forms (OSHPD 1370) must submit with each discharge data report a completed Individud
Hogpital Transmittd Form (OSHPD 1370.1), including the following information: the hospital name, the
hospita identification number, as pecified in Section 97239, the reporting period’ s beginning and
ending dates, the number of records, and the following statement of certification, to be signed by the
hospital adminigtrator or hisgher designee:

[, (name of individud), certify under pendty of perjury asfollows:

That | am an officid of (name of hospital) and am duly authorized to sign this certification; and thet,
to the extent of my knowledge and information, the accompanying discharge abstract data records are
true and correct, and that the definitions of the data € ements required by Subdivison (g) of Section
128735 of the Hedlth and Safety Code, as st forth in the California Code of Regulations, have been
followed by this hospitd.

Dated:

(Name of hospita)

By:

Title
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Address;

A hospitd that uses the Individua Hospitd Transmittal Form (OSHPD 1370.1) is not required to
submit a separate Discharge Data Certification Form (OSHPD 1370.3).

(b) Hospitds submitting their hospital discharge abstract data records using computer media-must
submit with each discharge data report a completed Individua Hospitd Transmitta Form (OSHPD
1370.1), including the following information: the hospital name, the hospita identification number, as
specified in Section 97239, the reporting period’ s beginning and ending dates, the number of records,
the tape specifications, and the sgned statement of certification, as specified in Subsection (&) of Section
97214.

(c) Hospitdsthat designate an agent to submit their hospita discharge abstract data records must
submit for each discharge data report a Discharge Data Certification Form (OSHPD 1370.3) to the
Office's Discharge Data Program. This form shal be mailed after the end of each reporting period, and
before that corresponding reporting period' s due date. The certification must cover the same reporting
period as the data submitted by the designated agent. Thisform, that contains the following statement of
certification, shal be sgned by the hospita administrator or hisher designee:

[, (name of individud), certify under pendty of perjury asfollows:

That | am an officid of (name of hospital) and am duly authorized to Sgn this certification; and that,
to the extent of my knowledge and information, the discharge abstract data records submitted to (name
of my hospita’ s designated agent) for the period from (Starting date) to (ending date) are true and
correct, and that the definitions of the data dements required by Subdivision (g) of Section 128735 of
the Hedlth and Safety Code, as et forth in the Cdifornia Code of Regulations, have been followed by

this hospitd.
Dated:

(Name of hospitdl)

By:

Title

Address;

(d) Agentswho have been designated by a hospita through the Discharge Data Certification Form
(OSHPD 1370.3) to submit that hospital’ s discharge abstract data records must submit with each
discharge data report a completed Agent’s Transmittal Form (OSHPD 1370.2), including the following
information clearly indicated: the hospital name, the hospita identification number, the reporting period's
beginning and ending dates, the number of records, and the tape specifications. If the computer tape
contains more than 13 reports, page two of the Agent’s Transmittal Form (OSHPD 1370.2) shdl be
completed and attached to page one.
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Designated agents are not required to submit any certification forms.

(e) Any hospital or designated agent may obtain free copies of the Individua Hospitd Transmittal
form (OSHPD 1370.1), the Agent’s Transmittal Form (OSHPD 1370.2), and the Discharge Data
Certification Form (OSHPD 1370.3) by contacting the Office’ s Discharge Data Program.

Authority: Section 128810, Health and Safety Code.
Reference: Section 128735, Health and Safety Code.

97215. Format.

Petient discharge data shal be reported to the Office' s Discharge Data Program on either the
Manual Abstract Reporting Form (OSHPD 1370) or on computer media. The version of the Manua
Abstract Reporting Form (OSHPD 1370) to be used depends on the date of discharge: discharges
January 1, 1997, through December 31, 1998, shdl use Form 1370 as revised June 1996, and
discharges on or after January 1, 1999, shdl use Form 1370 asrevised in March 1998. The Office shdl
furnish each hospitd using Form 1370 acopy of the appropriate verson in advance of the sart of each
reporting period. Additiona copies of Form 1370 shdl be made by the hospita to submit its discharge
data and each additional copy shal be made on one sheet, front (Page 1 of 2) and back (Page 2 of 2).

The format and specifications for the computer media depend on the date of discharge: discharges
January 1, 1997, through December 31, 1998, shal comply with the Office s standard format and
Specifications as revised September 1, 1995, and discharges on or after January 1, 1999, shall comply
with the Office' s standard format and specifications as revised in March 1998. The Office shdl furnish
each hospital and designated agent a copy of the standard format and specifications before the sart of
the reporting period to which revisions gpply. Additiona copies may be obtained at no charge from the
Office s Discharge Data Program.

Each hospitad whose discharge data is submitted on computer media or, if the hospitd has
designated an agent, that agent, shdl demongtrate its ability to comply with the sandard format and
specifications by submisson of atest file of its data with which the Office can confirm compliance with
the standard format and specifications.

The test file shdl be submitted at least 60 days prior to the next reporting period due date by new
hospitals or by existing hospitals after a change in any of the following: the Office's sandard format and
specifications; the hospitd’ s or its designated agent’s computer system, hardware or software; the
computer media used by the hospital or its designated agent, the method of submisson; or the
designated agent, unless the new designated agent has aready submitted atest file that complied with
the standard format and specifications.

Authority: Section 128810, Hedth and Safety Code.
Reference: Section 128735, Health and Safety Code.

97216. Definition of Data Element—Date of Birth.

The patient’ s birth date shal be reported in numeric form as follows: the 2-digit month, the
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2-digit day, and the 4-digit year of birth. The numeric form for days and months from 1 to 9 must have
azero asthefirg digit. When the complete date of birth is unknown, as much of the date asis known
shdl bereported. At aminimum, an approximate year of birth shdl be reported. If only the ageis
known, the estimated year of birth shal be reported. If the month and year of birth are known, and the
exact day is not, the year, the month, and zeros for the day shall be reported.

Authority: Section 128810, Health and Safety Code.
Reference: Section 128735, Health and Safety Code.

97217. Definition of Data Element—Sex.

The patient’ s gender shdl be reported as mae, femae, other, or unknown. “Other” includes sex
changes, undetermined sex, and live births with congenita abnormdlities that obscure sex identification.
“Unknown” indicates that the patient’ s sex was not available from the medica record.

Authority: Section 128810, Hedlth and Safety Code.
Reference: Section 128735, Health and Safety Code.

97218. Definition of Data Element—Race.
Effective with discharges on January 1, 1995, the patient’ s ethnic and racid background shall be

reported as one choice from the following list of dternatives under ethnicity and one choice from the
following ligt of dternatives under race:

(@ Ethnicity:

(1) Hispanic. A person who identifieswith or is of Mexican, Puerto Rican, Cuban, Centra or
South American, or other Spanish culture or origin.

(2) Non-Hispanic.
(3) Unknown.
(b) Race:

() White. A person having originsin or who identifies with any of the origind caucasian
peoples of Europe, North Africa, or the Middle East.

(2 Black. A person having originsin or who identifies with any of the black racia groups of
Africa

(3) Native AmericavEskimo/Aleut. A person having originsin or who identifies with any of the
origind peoples of North America, and who maintains culturd identification through triba affiliation or
community recognition.
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(4) Asa/Pacific Idander. A person having originsin or who identifies with any of the origind
orienta peoples of the Far East, Southeast Asia, the Indian subcontinent, or the Pacific Idands.
Includes Hawaii, Laos, Vietnam, Cambodia, Hong Kong, Taiwan, China, India, Japan, Korea, the
Philippine Idands, and Samoa.

(5) Other. Any possible options not covered in the above categories.
(6) Unknown.

Authority: Section 128810, Hedlth and Safety Code.
Reference: Section 128735, Hedlth and Safety Code.
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972109. Definition of Data Element—ZI| P Code.

The“ZIP Code,” aunique code assigned to a specific geographic area by the U.S. Postal Service,
for the patient’s usud residence shdl be reported for each patient discharge. Foreign residents shall be
reported as“YYYYY” and unknown ZIP Codes shall be reported as “XXXXX.” If the city of
residence is known, but not the street address, report the first three digits of the ZIP Code, and the last
two digits as zeros. Hospitals shdl distinguish the “homeless’ (patients who lack aresidence) from
other patients lacking a numeric ZIP Code of residence by reporting the ZIP Code of homeless patients
as"ZZZZZ." |f the paient hasa
9-digit ZIP Code, only the first five digits shdl be reported.

Authority: Section 128810, Hedth and Safety Code.
Reference: Section 128735, Health and Safety Code.

97220. Definition of Data Element—Patient Social Security Number.

The patient’s socia security number isto be reported as a 9-digit number. If the patient’s socidl
Security number is not recorded in the patient’'s medica record, the socia security number shall be
reported as “not in medical record,” by reporting the social security number as*000000001.” The
number to be reported isto be the patient’s socid security number, not the socia security number of
some other person, such as the mother of a newborn or the insurance beneficiary under whose account
the hospitd’ s bill is to be submitted.

Authority: Section 128810, Hedth and Safety Code.
Reference: Section 128735, Health and Safety Code.

97221. Definition of Data Element—Admission Date.

The patient’ s date of admission shdl be reported in numeric form as follows: the 2-digit month, the
2-digit day, and the 4-digit year. The numeric form for days and months from 1 to 9 must have a zero
asthefirg digit. For discharges representing atransfer of a patient from one type of care within the
hospita to another type of care within the hospital, as defined by Subsection (i) of Section 97212 and
reported pursuant to Section 97212, the admission date reported shal be the date the patient was
transferred to the type of care being reported on this record.

Authority: Section 128810, Hedlth and Safety Code.
Reference: Section 128735, Health and Safety Code.
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97222. Definition of Data Element—Sour ce of Admission.

Effective with discharges on or after January 1, 1997, in order to describe the patient’s source of
admission, it is necessary to address three aspects of the source: firg, the site from which the patient
originated; second, the licensure of the site from which the patient originated; and, third, the route by
which the patient was admitted. One dternative shal be sdlected from the list following each of three

aspects:

(& The site from which the patient was admitted.

(1) Home. A patient admitted from the patient's home, the home of ardative or friend, or a
vacation dte, whether or not the patient was seen at an outpatient clinic or physician’s office, or had
been receiving home hedlth services or hospice care a home.

(2) Residentid Care Fecility. A patient admitted from afacility in which the petient resides and
that provides specid assstance to its residents in activities of daily living, but that provides no organized
hedlthcare,

(3) Ambulatory Surgery. A patient admitted after treetment or examination in an ambulatory
surgery facility, whether hospital-based or a freestanding licensed ambulatory surgery clinic or certified
ambulatory surgery center. Excludes outpatient clinics and physicians offices not licensed and/or
certified as an ambulatory surgery facility.

(4) Skilled Nurdng/Intermediate Care. A patient admitted from skilled nursing care or
intermediate care, whether freestanding or hospital-based, or from a Congregate Living Hedth Facility,
as defined by Subdivison (i) of Section 1250 of the Hedth and Safety Code.

(5) Acute Hospitd Care. A patient who was an inpatient at a hospital, and who was receiving
inpatient hospital care of amedica/surgica nature, such asin aperinatd, pediatric, intensive care,
coronary care, repiratory care, newborn intensive care, or burn unit of ahospita.

(6) Other Hospitd Care. A patient who was an inpatient at a hospital, and who was receiving
inpatient hospital care not of a medica/surgica nature, such asin a psychiatric, physica medicine
rehabilitation, or chemica dependency recovery treatment unit.

(7) Newborn. A baby born divein this hospitd.
(8) Prison/Jail. A patient admitted from a correctiond ingtitution.

(9) Other. A patient admitted from a source other than mentioned above. Includes patients
admitted from a freestanding, not hospital-based, inpatient hospice facility.
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(b) Licensure of the Site.

(1) ThisHospitd. The Ambulatory Surgery, Skilled Nursng/Intermediate Care, Acute
Hospital Care, or Other Hospital Care from which the patient was admitted was operated as part of the
license of this hospitd. Includes al newborns.

(2) Another Hospitd. The Ambulatory Surgery, Skilled Nursing/Intermediate Care, Acute
Hospital Care, or Other Hospita Care from which the patient was admitted was operated as part of the
license of some other hospitdl.

(3) Not aHospital. The site from which the patient was admitted was not operated under the
license of ahospitd. Includes al patients admitted from Home, Residentid Care, Prisorn/Jail, and Other
gtes. Includes patients admitted from Ambulatory Surgery or Skilled Nursing/Intermediate Care sites
that were not operated under the authority of the license of any hospital. Excludes dl patients admitted
from Acute Hospital Care or Other Hospital Care.

(©) Route of admission.

(1) Your Emergency Room. Any patient admitted as an inpatient after being treated or
examined in this hospitd’ s emergency room. Excludes patients seen in the emergency room of another

hospital.

(2) Not Your Emergency Room. Any patient admitted as an inpatient without being treated or
examined in this hospitd’s emergency room. Includes patients seen in the emergency room of some
other hospital and patients not seen in any emergency room.

Authority: Section 128810, Health and Safety Code.
Reference: Section 128735, Health and Safety Code.

97223. Definition of Data Element—Type of Admission.

Effective with discharges on January 1, 1995, the patient’ s type of admission shal be reported using
one of the following categories:

(@ Scheduled. Admission was arranged with the hospitd at least 24 hours prior to the admission.

(b) Unscheduled. Admission was not arranged with the hospital at least 24 hours prior to the
admisson.

(©) Infant. Aninfant lessthan 24 hoursold.

(d) Unknown. Nature of admission not known. Does not include dtillbirths.
Authority: Section 128810, Health and Safety Code.
Reference: Section 128735, Health and Safety Code.
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97224. Definition of Data Element—Dischar ge Date.

The patient’ s date of discharge shall be reported in numeric form asfollows: the 2-digit month, the
2-digit day, and the 4-digit year. The numeric form for days and months from 1 to 9 must have a zero
asthefird digit.

Authority: Section 128810, Health and Safety Code.
Reference: Section 128735, Health and Safety Code.

97225. Definition of Data Element—Principal Diagnosis and Whether the Condition was
Present at Admission.

(@ The patient’s principa diagnosis, defined as the condition established, after study, to be the
chief cause of the admission of the patient to the facility for care, shal be coded according to the ICD-
9-CM.

(b) Effectivewith dischargeson or after January 1, 1996, whether the patient’ s principd diagnosis
was present a admission shdl be reported as one of the following:

(1) Yes
(2) No.
(3) Uncertain.

Authority: Section 128810, Hedlth and Safety Code.
Reference: Section 128735, Hedlth and Safety Code.

97226. Definition of Data Element—Other Diagnoses and Whether the Conditions were
Present at Admission.

(@ The patient’s other diagnoses are defined as dl conditions that coexigt at the time of admission,
that develop subsequently during the hospital stay, or that affect the treetment received and/or the length
of day. Diagnosesthat relate to an earlier episode that have no bearing on the current hospital stay are
to be excluded. Diagnoses shall be coded according to the ICD-9-CM. 1CD-9-CM codes from the
supplementary classification of externd causes of injury and poisoning (E800-E999) shdl not be
reported as other diagnoses.
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(b) Effectivewith dischargeson or after January 1, 1996, whether the patient’ s other diagnoses
were present at admission shdl be reported as one of the following:

(1) Yes
(2) No.
(3) Uncertain.

Authority: Section 128810, Hedlth and Safety Code.
Reference: Section 128735, Hedlth and Safety Code.

97227. Definition of Data Element—External Cause of Injury.

The externa cause of injury consists of the ICD-9-CM codes ES800-E999 (E-codes), that are
codes used to describe the external causes of injuries, poisonings, and adverse effects. If the
information is available in the medica record, E-codes sufficient to describe the externa causes shdll be
reported for discharges with a principa and/or other diagnoses classified asinjuries or poisoningsin
Chapter 17 of the ICD-9-CM (800-999), or where a code from Chapters 1-16 of the ICD-9-CM
(001-799) indicates that an additiona E-code is applicable, except that the reporting of E-codesin the
range E870-E879 (misadventures and abnorma reactions) are not required to be reported. An E-code
isto be reported only for the firgt inpatient hospitdization during which the injury, poisoning, and/or
adverse effect was diagnosed and/or trested. To assure uniform reporting of E-codes, when multiple
codes are required to completely classify the cause, thefirst (principa) E-code shall describe the
mechanism that resulted in the most severe injury, poisoning, or adverse effect. If the principa E-code
does not include a description of the place of occurrence of the most severe injury or poisoning, an E-
code shall be reported to designate the place of occurrence, if available in the medical record.
Additiona E-codes shall be reported, if necessary to completely describe the mechanisms that
contributed to, or the causa events surrounding, any injury, poisoning, or adverse effect first diagnosed
and/or treated during the current inpatient hospitaization.

Authority: Section 128810, Hedlth and Safety Code.
Reference: Section 128735, Health and Safety Code.

97228. Definition of Data Element—Principal Procedure and Date.

The patient’s principd procedure is defined as one that was performed for definitive trestment
rather than one performed for diagnostic or exploratory purposes, or was hecessary to take care of a
complication. If there gppear to be two procedures that are principal, then the one most related to the
principa diagnosis should be sdlected as the principa procedure. Procedures shdl be coded according
to the ICD-9-CM. If only non-therapeutic procedures were performed, then a non-therapeutic
procedure should be reported as the principa procedure, if it was asgnificant procedure. A significant
procedure is one that is surgica in nature, or carries a procedura risk, or carries an anesthetic risk, or is
needed for DRG assignment. The date the principal procedure was performed shal be reported in
numeric form asfollows: the 2-digit month, the 2-digit day, and the 4-digit year. The numeric form for
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days and months from 1 to 9 must have a zero asthefirdg digit.

Authority: Section 128810, Health and Safety Code.
Reference: Section 128735, Health and Safety Code.

97229. Definition of Data Element—Other Procedures and Dates.

All sgnificant procedures are to be reported. A significant procedureis one that is surgicd in
nature, or carries a procedurd risk, or carries an anesthetic risk, or is needed for DRG assignment.
Procedures shall be coded according to the ICD-9-CM. The dates shdl be recorded with the
corresponding other procedures and be reported in numeric form asfollows: the 2-digit month, the 2-
digit day, and the 4-digit year. The numeric form for days and months from 1 to 9 must have a zero as
the firg digit.

Authority: Section 128810, Health and Safety Code.
Reference: Section 128735, Health and Safety Code.

97230. Definition of Data Element—T otal Char ges.

Thetotd charges are defined as al charges for services rendered during the length of stay for patient
care at the facility, based on the hospital’ s full established rates. Charges shdl include, but not be
limited to, daily hospital services, ancillary services, and any patient care services. Hospital-based
physician fees shal be excluded. Prepayment (e.g., deposits and prepaid admissions) shal not be
deducted from Totd Charges. If apatient’s length of stay is more than 1 year (365 days), report Total
Chargesfor the last year (365 days) of stay only.

Authority: Section 128810, Health and Safety Code.
Reference: Section 128735, Health and Safety Code.

97231. Definition of Data Element—Disposition of Patient.

Effective with discharges on or after January 1, 1997, the patient’s digposition, defined as the
consequent arrangement or event ending a patient’ s stay in the reporting facility, shal be reported as one
of the following:

(& Routine Discharge. A patient discharged from this hospital to return home or to another private
resdence. Patients scheduled for follow-up care a a physician’s office or aclinic shdl be included.
Excludes patients referred to a home hedth service.

(b) Acute Care Within ThisHospital. A patient discharged to inpatient hospital care that isof a
medica/surgica nature, such asto a perinad, pediatric, intensive care, coronary care, respiratory care,
newborn intensive care, or burn unit within this reporting hospitd.

(c) Other Type of Hospitd Care Within This Hospital. A patient discharged to inpatient hospital
care not of amedica/surgica nature and not skilled nursing/intermediate care, such asto a psychiatric,
Prepared 09/19/98 Effective with discharges on or after 01/01/99
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physicd medicine rehabilitation, or chemica dependency recovery trestment unit within this reporting
hospitd.

(d) Skilled Nursing/Intermediate Care Within This Hospitd. A patient discharged to a Skilled
Nursing/Intermediate Care Digtinct Part within this reporting hospital.

(e) Acute Care a Another Hospital. A patient discharged to another hospital to receive inpatient
carethat is of amedica/surgica nature, such asto a perinatal, pediatric, intensve care, coronary care,
respiratory care, newborn intensive care, or burn unit of another hospitd.

() Other Type of Hospitdl Care a Another Hospital. A patient discharged to another hospital to
receive inpatient hospital care not of a medical/surgica nature and not skilled nursing/intermediate care,
such asto a psychiaric, physica medicine rehabilitation, or chemica dependency recovery treatment
unit of another hospitd.

(g9) Skilled Nursng/Intermediate Care Elsewhere. A patient discharged from this hospital to a
Skilled Nursing/Intermediate Care type of care, either freestanding or a distinct part within another
hospitd, or to a Congregate Living Hedth Facility, as defined by Subsection (i) of Section 1250 of the
Hedlth and Safety Code.

() Resdentid Care Facility. A patient discharged to afacility that provides specid assstanceto its
resdentsin activities of daily living, but that provides no organized hedthcare.

() Prison/Jail. A patient discharged to a correctiond indtitution.

() Againg Medicd Advice. Patient left the hospitd against medicd advice, without a physician’s
discharge order. Psychiatric patients discharged from away without leave (AWOL) status are included
in this category.

(k) Died. All episodes of inpatient care that terminated in deeth. Patient expired after admission
and before leaving the hospitd.

() Home Hedlth Service. A patient referred to alicensed home hedlth service program.

(m) Other. A patient discharged to some place other than mentioned above. Includes patients
discharged to a freestanding, not hospital-based, inpatient hospice facility.

97232. Definition of Data Element—Expected Sour ce of Payment.

(8 Effectivewith discharges on or after January 1, 1999, the patient's expected source of payment
shdl be reported using the following:

(1) Payer Category: The type of entity or organization which is expected to pay or did pay the
greatest share of the patient's bill.
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(A) Medicare. A federdly administered third party reimbursement program authorized by
Title XVIII of the Socid Security Act. Includes crossovers to secondary payers.

(B) Medi-Cal. A state adminigtered third party reimbursement program authorized by Title
XIX of the Socid Security Act.

(C) Private Coverage. Payment covered by private, non-profit, or commercia health
plans, whether insurance or other coverage, or organizations. Included are payments by loca or
organized charities, such as the Cerebral Palsy Foundation, Easter Sedls, March of Dimes, Shriners.

(D) Workers Compensation. Payment from workers compensation insurance,
government or privately sponsored.

(E) County Indigent Programs. Petients covered under Welfare and Ingtitutions Code
Section 17000. Includes programs funded in whole or in part by County Medica Services Program
(CMSP), Cdiifornia Hedlthcare for Indigents Program (CHIP), and/or Redlignment Funds whether or
not abill is rendered.

(F) Other Government. Any form of payment from government agencies, whether locd,
date, federa, or foreign, except those in Subsections (8)(1)(A), (a) (1)(B), (&(1)(D), or (a) (1)(E) of
this section. Includes funds received through the Cdifornia Children Services (CCS), the Civilian Hedth
and Medica Program of the Uniformed Services (TRICARE), and the Veterans Administration.

(G) Other Indigent. Patients receiving care pursuant to Hill-Burton obligations or who meet
the standards for charity care pursuant to the hospitd's established charity care policy. Includesindigent
patients, except those described in Subsection (8)(1)(E) of this section.

(H) Sdf Pay. Payment directly by the patient, personal guarantor, relatives, or friends. The
greatest share of the patient's hill is not expected to be paid by any form of insurance or other hedlth

plan.

(1) Other Payer. Any third party payment not included in Subsections (a) (1)(A) through
(@(21)(H) of thissection. Included are cases where no payment will be required by the facility, such as
specid research or courtesy patients.

(2) Typeof Coverage. For each Payer Category, Subsections (a)(1)(A) through (a)(1)(F) of
this section, sdlect one of the following Types of Coverage:

(A) Managed Care - Knox-Keene/Medi-Ca County Organized Hedlth System. Hedlth
care sarvice plans, including Hedlth Maintenance Organizations (HMO), licensed by the Department of
Corporations under the Knox-Keene Hedlth Care Service Plan Act of 1975. Includes Medi-Cal
County Organized Hedth Systems.

(B) Managed Care - Other. Hedlth care plans, except those in Subsection (a)(2)(A) of this
section, which provide managed care to enrollees through a panel of providers on a pre-negotiated or
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per diem basis, usudly involving utilization review. Includes Preferred Provider Organization (PPO),
Exclusve Provider Organization (EPO), Exclusve Provider Organization with Point-of-Service option
(POS).

(©) Traditional Coverage. All other forms of hedlth care coverage, including the Medicare

(3) Nameof Plan.

prospective payment system, indemnity or fee-for-service plans, or other fee-for-service payers.

(A) For discharges occurring on or after January 1, 1999, up to and including discharges

occurring on December 31, 1999, report the names of those plans which are licensed under the Knox-
Keene Hedlth Care Service Plan Act of 1975 or designated as a Medi-Cal County Organized Hedlth
System. For Type of Coverage, Subsection (a)(2)(A) of this section, report the plan code number
representing the name of the Knox-K eene licensed plan as shown in Table 1. or the Medi-Ca County
Organized Hedth System as shown in Table 2.

Table 1. Knox-Keene Licensed Plans and Plan Code Numbers:
For use with discharges occurring in 1999

19

Plan Code Names Plan Code Numbers
Aetna Hedth Plans of Cdifornia, Inc. 0176
Alameda Alliance for Hedlth 0328
American Family Care 0322
Blue Cross of Cdifornia 0303
Blue Shidd of Cdifornia 0043
BPSHMO 0314
Brown and Toland Medica Group 0352
Cdaveras Provider Network 0365
Care 1¢t Hedth Plan 0326
Careamerica-Southern Cdifornia, Inc. 0234
Chinese Community Hedlth Plan 0278
Cigna Hedthcare of Cdifornia, Inc. 0152
Community Hedlth Group 0200
Community Hedlth Plan (County of Los Angdes) 0248
Concentrated Care, Inc. 0360
Contra Costa Hedlth Plan 0054
FPA Medicd Management of Cdifornia, Inc 0350
Great American Hedth Plan 0327
Greater Pacific HMO Inc 0317
HAI 0292
Hedthmax America 0277
Hedth Net 0300
Hedth Plan of America (HPA) 0126
Hedth Plan of the Redwoods 0159
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Heritage Provider Network, Inc. 0357
Inland Empire Hedlth Plan 0346
Inter Valey Hedth Plan 0151
Kaiser Foundation Added Choice Hedlth Plan 0289
Kaiser Foundation Health Plan, Inc. 0055
Kern Hedth SystemsInc 0335
Key Hedlth Plan of Cdlifornia 0343
Lifeguard, Inc. 0142
LA Care Hedth Plan 0355
Managed Health Network 0196
Maxicare 0002
MCC Behaviord Care of Cdifornia, Inc. 0298
MedPartners Provider Network, Inc. 0345
Metrahedthcare Plan 0266
Merit Behaviord Care of Cdifornia, Inc. 0288
Monarch Plan Inc. 0270
Nationad Hedth Plans 0222
Nationd HMO 0222
Occupationa Hedth Services (OHS) 0235
Omni Hedthcare, Inc. 0238
One Hedth Plan of Cdifornialnc. 0325
Pecificare Behaviorad Hedth of Cdifornialnc. 0301
Pecificare of Cdifornia 0126
Priorityplus of Cdifornia 0237
Prucare Plus 0296
Quamed Plans for Hedlth 0300
Regents of the University of Cdifornia 0354
San Francisco Hedlth Plan 0349
Santa Clara County Family Hedlth Plan 0351
Secure Horizons 0126
Sharp Hedlth Plan 0310
Smartcare Hedlth Plan 0212
The Hedlth Plan of San Joaquin 0338
Tower Hedlth Service 0324
UHC Hedthcare 0266
UHP Hedthcare 0008
Universal Care 0209
Vadley Hedth Plan 0236
Vaue Behaviord Hedth of Cdifornia, Inc. 0293
Ventura County Hedlthcare Plan 0344
VigaBehaviorad Hedth Plan 0102
Western Hedlth Advantage 0348
Prepared 09/19/98 Effective with discharges on or after 01/01/99
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| Other | 8000 |

Table 2. Medi-Ca County Organized Hedlth Systems and Plan Code Numbers.
For use with discharges occurring in 1999

Name of Medi-Ca County Organized Health System Plan Code Numbers
Ca Optima (Orange County) 9030
Hedth Plan of San Mateo (San Mateo County) 9041
Santa Barbara Hedlth Authority (Santa Barbara County) 9042
Santa Cruz County Hedlth Options (Santa Cruz County) 9044
Solano Partnership Hedlth Plan (Solano County) 9048

(B) For discharges occurring on or after January 1, 2000, report the names of those plans
which are licensed under the Knox-K eene Health Care Service Plan Act of 1975 or designated asa
Medi-Ca County Organized Hedlth System. For Type of Coverage, Subsection (a)(2)(A) of this
section, report the plan code number representing the name of the Knox-K eene licensed plan as
shown in Table 1. or the Medi-Ca County Organized Hedth System as shown in Table 2.

Table 1. Knox-Keene Licensed Plans and Plan Code Numbers:
For use with discharges occurring in 2000

Plan Code Names Plan Code Numbers
Aetna Hedlth Plans of Cdifornia, Inc. 0176
Alameda Alliance for Hedlth 0328
Blue Cross of Cdifornia 0303
Blue Shidd of Cdifornia 0043
BPSHMO 0314
Cdaveras Provider Network 0365
Care 1¢t Hedth Plan 0326
Cedars-Sinai Provider Plan, LLC 0366
Chinese Community Hedlth Plan 0278
Cigna Hedthcare of Cdifornia, Inc. 0152
Community Hedlth Group 0200
Community Hedlth Plan (County of Los Angdes) 0248
Concentrated Care, Inc. 0360
Contra Costa Hedlth Plan 0054
FPA Medica Management of Cdifornia, Inc 0350
Great American Hedth Plan 0327
Greater Pacific HMO Inc 0317
HAI, Hai-Ca 0292
Hedthmax America 0277
Hedth Net 0300
Hedth Plan of America (HPA) 0126
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Hedth Plan of the Redwoods 0159
Hedlth Plan of San Mateo Healthy Families, not COHS 0358
Heritage Provider Network, Inc. 0357
Holman Professona Counsding Centers 0231
Inland Empire Hedlth Plan 0346
Inter Valey Hedth Plan 0151
Kaiser Foundation Added Choice Hedlth Plan 0289
Kaiser Foundation Health Plan, Inc. 0055
Kern Hedth Sysemsinc 0335
Key Hedlth Plan of Cdlifornia 0343
Key HMO Key Choice 0343
Lifeguard, Inc. 0142
LA Care Hedth Plan 0355
Managed Health Network 0196
Maxicare 0002
MCC Behaviord Care of Cdifornia, Inc. 0298
MedPartners Provider Network, Inc. 0345
Metrahedth Care Plan 0266
Merit Behaviord Care of Cdifornia, Inc. 0288
Malina 0322
Nationa Hedth Plans 0222
Nationd HMO 0222
Omni Hedthcare, Inc. 0238
One Hedth Plan of Cdifornialnc. 0325
On Lok Senior Hedlth Services 0385
Pecificare Behaviorad Hedth of Cdifornialnc. 0301
Pecificare of Cdifornia 0126
Primecare Medical Network, Inc. A CA. Corp. 0367
Priorityplus of Cdifornia 0237
Prucare Plus 0296
Quamed Plans for Hedth/Bridgeway 0300
Regents of the University of Cdifornia 0354
San Francisco Health Plan 0349
Santa Clara Family Health Plan 0351
Scripps Clinic Hedlth Plan Services, Inc. 0377
Secure Horizons 0126
Sharp Hedlth Plan 0310
SmnsaHedth Care 0393
Sistemas Medicos Nacionales, SA. DeC.V. 0393
Smartcare Hedlth Plan 0212
The Hedlth Plan of San Joaquin 0338
Thipa Management Consultants, Incorporated 0363
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Tower Hedlth Service 0324
UHC Hedlthcare 0266
UHP Hedlthcare 0008
Universa Care 0209
Vdley Hedth Plan 0236
Vaue Behaviord Hedth & American Psychal. 0293
Ventura County Hedlth Care Plan 0344
Vida Behaviora Hedth Plan 0102
Western Hedth Advantage 0348
Other 8000

Table 2. Medi-Ca County Organized Hedlth Systems and Plan Code Numbers
for use with discharges occurring in 2000

Name of Medi-Cd County Organized Health System Plan Code Numbers
Ca Optima (Orange County) 9030
Hedlth Plan of San Mateo (San Mateo County) 9041
Santa Barbara Health Authority (Santa Barbara County) 9042
Centrd Coast Alliance For Hedlth (Santa Cruz County) 9044
Solano Partnership Hedth Plan (Solano County) 9048

Authority: Section 128810, Hedth and Safety Code.
Reference: Section 128735, Health and Safety Code.

97233. Definition of Data Element—Prehospital Care and Resuscitation.

Effective with discharges on or after January 1, 1999, information about resuscitation ordersin a
patient’s current medical record shall be reported as follows:

(@ Yes, aDNR order was written at the time of or within the first 24 hours of the patient’s
admisson to the hospital.

(b) No, aDNR order was not written at the time of or within the first 24 hours of the patient’s
admission to the hospital.

Authority: Section 128810, Hedlth and Safety Code.
Reference: Section 128735, Hedlth and Safety Code.

97230. Hospital Identification Number.

Effective with discharges on or after January 1, 1995, the last six digits of the 9-digit identification
number assigned by the Office shal be reported as part of each patient record, either in the specified
section of the Manual Abstract Reporting Form (OSHPD 1370) or in positions 2 through 7 on
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computer media format.

Authority: Section 128765, Hedlth and Safety Code.
Reference: Section 128735, Health and Safety Code.

97240. Request for Modificationsto the California Hospital Discharge Data Set.

(@ Hospitds may file arequest with the Office for modifications to the Cdifornia Hospital
Discharge Data Set. The modification request must be supported by a detailed judtification of the
hardship that full reporting of discharge data would have on the hospitd; an explanation of attemptsto
meet discharge data reporting requirements, and a description of any other factors that might justify a
modification. Modifications may be gpproved for only one year. Each hospital with an approved
modification must request arenewa of that approva 60 days prior to termination of the gpprova period
in order to have the modification continue in force.

(b) The criteriato be consdered and weighed by the Office in determining whether a modification
to discharge data reporting requirements may be granted are as follows:

(1) The modification would not impair the ability of either providers or consumers to make
informed healthcare decisons.

(2) The modification would not deprive the public of discharge data needed to make
comparative choices with respect to scope or type of services or to how services are provided, and
with respect to the manner of payment.

(3) The modification would not impair any of the goas of the Act.

Authority: Section 128810, Hedlth and Safety Code.
Reference: Sections 128735 and 128760, Health and Safety Code.

97241.  Requestsfor Extension of Timeto File Discharge Data.

Extensions are available to hospitas that are unable to complete their submission of discharge data
reports by the due date prescribed in Section 97211. A maximum of 60 daysis dlowed for al
extensions, corrections, and resubmittals. Hospitals are encouraged to file extension requests as soon
asit isapparent that the required datawill not be completed for submission on or before their due date.

The request for extension shall be postmarked on or before the required due date of the discharge data
report and supported by aletter of justification that may provide good and sufficient cause for the
approvd of the extenson request. To provide the Office a basis to determine good and sufficient cause,
the letter of judtification shdl include afactud statement indicating:

(1) the actions taken by the hospital to produce the discharge data report by the required deadlineg;

(2) thosefactorsthat prevent completion of the discharge data report by the deadline; and

Prepared 09/19/98 Effective with discharges on or after 01/01/99
24
APPENDIX E



CALIFORNIA CODE OF REGULATIONS

(3) those actions and the time (days) needed to accommodate those factors.

The Office shal respond within 10 days of receipt of the request by either granting what is
determined to be a reasonable extenson or disapproving the request. If disapproved, the Office shall
et forth the basis for adenia in anotice to the hospitd sent by certified mail. The Office may seek
additiond information from the requesting hospital. The Office shdl not grant extensons that exceed an
accumulated tota of 60 days for dl extensons and corrections of discharge data. If ahospita submits
the discharge data report prior to the due date of an extension, those days not used will be applied to
the number of remaining extension days. A hospita that wishes to contest any decision of the Office
shdl have the right to appeal, pursuant to Section 97052.

Authority: Section 128810, Hedth and Safety Code.
Reference: Section 128735, Health and Safety Code.
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97242. Error Tolerance Levels.

(& Theeror tolerance levels for discharge data items reported to the Office shall be as shown in
Table 1. An eror percentage that exceeds a specified error tolerance level shall be corrected by the
hospitd to the specified tolerance leve.

(b) For error percentages for the data e ements Admission Date and Discharge Date that do not
exceed the error tolerance levels specified in Table 1, the Office shdl delete each record with an error in
one of these data e ements from the hospitd’ s report if the hospital failsto correct the data after a 30
cdendar day natification by the Office of the errors.

(c) Effectivewith discharges occurring onor after July 1, 1990, for error percentages for data
elements other than Admission Date and Discharge Date that do not exceed the error tolerance levels
specified in Table 1, the Office shdl assgn default vaues of blank, which may be represented by a zero,
except that for the data eement Whether the Condition was Present &t Admission for the Principal
Diagnosis the Office shdl assign the default value of Yes, if the hospitd fails to correct the data after a
30 cdendar day notification by the Office of the errors.

Table 1. Discharge Data Error Tolerance Levels

Data Element Error Tolerance Level
Date of Birth 1%
Sex 1%
Race 5%
ZIP Code 5%
Patient Social Security Number 1%
Admission Date 1%
Source of Admission 5%
Type of Admission 5%
Discharge Date 1%
Principal Diagnosis 1%
Condition Present at Admission for Principal Diagnosis 1%
Other Diagnoses 1%
Condition Present at Admission for Other Diagnoses 1%
External Cause of Injury 1%
Principa Procedure 1%
Principal Procedure Date 1%
Other Procedures 1%
Other Procedures Dates 1%
Total Charges 1%
Disposition of Peatient 1%
Expected Source of Payment 1%
Prehospital Care and Resuscitation 1%

(d)(2) Theerror percentage for the data eement Sex shdl indlude unknown sex.
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(2) Theerror percentage for the data element Race shdl indude unknown race.

(3) Theerror percentage for the data eement ZIP Code shdl indude partid and unknown ZIP
codes.

(4) The error percentage for the data dement Type of Admission shdl indude unknown type of
admisson.

(5) Theerror percentages for the data dements Principd Diagnos's and Other Diagnoses shdl,
for any one record, count al errors made in coding diagnoses as one error.

(6) The error percentages for the data eements Condition Present at Admission for Principa
Diagnosis and Condition Present at Admission for Other Diagnoses shdl, for any one record, count al
errors made as one error.

(7) Theerror percentages for the data elements Principa Procedure and Other Procedures
ghall, for any one record, count all errors made in coding procedures as one error.

(8) The error percentages for the data elements Principa Procedure Date and Other
Procedures Dates shall, for any one record, count al errors made as one error.

(9) The error percentage for the data eement Externd Cause of Injury shdl, for any one
record, count al errors made in coding diagnoses as one error.

Authority: Section 128810, Hedlth and Safety Code.
Reference: Section 128735, Hedlth and Safety Code.

97243.  Acceptance Criteria.

(8 Thedischarge data report shall not be accepted but shall be rejected and returned to the
hospitd by the Office if the following requirements are not met:

(1) Submission of acompleted tranamitta form with the discharge data report, pursuant to
Section 97214.

(2) Compliance with the Office's standard format and specifications, demonstrated by the
hospitd or its designated agent having previoudy submitted a set of data that the Office gpproved as
being in conformance to the gpplicable standard format and specifications, pursuant to Section 97215.
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(3) Submission of the appropriate version of the Manua Abstract Reporting Form (OSHPD
1370), as specified in Section 97215, when reporting other than on computer media.

(4) Submission by the hospita or by its designated agent in accordance with the most recent
designation furnished by the hospita to the Office, pursuant to Section 97210.

(b) After adischarge datareport is accepted, the hospital may be required to correct and/or
replace the data if any of the following circumstances pertain:

(1) The Officeis unable to read the computer media submitted.

(2) When the computer medium detafileis read, it contains no data, contains data not covering
the full reporting period, or contains a different number of records in the file than the number of records
dated on the tranamittal form.

(3) The data are not reported in compliance with Section 97215.

(4) The hospitd identification number on each of the records being reported for the hospital
does not agree with that hospitd’ s identification number specified on the transmitta form, pursuant to
Section 97214.

(5) Corrections are required as aresult of not meeting the requirements of Section 97213; not
mesting the data dement definitions, as specified in Sections 97216 through 97233; and/or not mesting
the error tolerance levels, as specified in Table 1 of Section 97242.

(6) All inpatient discharges, as defined by Subsection (d) of Section 97212, were not reported.

(c) If ahospita isrequired to replace or correct their discharge data, the Office shdl alow a
specified number of days for correction or replacement and shall establish a due date for resubmittal of
the corrections or replacement. In determining the number of days to be alowed, the Office shall take
account of the number and degree of errors and the number of extenson days aready granted, but in no
case shdl an aggregate total of more than 60 days for al extensons, corrections, replacements, and
resubmittals be alowed.

Authority: Section 128810, Health and Safety Code.
Reference: Section 128735, Health and Safety Code.
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OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT
PATIENT DISCHARGE DATA PROGRAM
MANUAL ABSTRACT REPORTING FORM

Page 1 of 2

For use with discharges on or after January 1, 2000
Instructions: For a description of the data elements, refer to the appropriate section of Discharge Data Regulations
(Sections 97210 through 97239, Title 22, California Code of Regulations).

1. TYPE OF CARE
1 Acute
3 SN/IC
4 Psychiatric

5 Chem Dep
6 Physical Rehab

la. HOSPITAL ID NUMBER

17. ABSTRACT RECORD NUMBER (Optional)

5 Acute Inpatient Hospital Care

2. DATE OF BIRTH 20. PATIENT'S SOCIAL SECURITY NUMBER 3. SEX
1 Male 3 Other
2 Female 4 Unknown
Month Day Year ( 4 - Digit ) (000 00 0001 If not recorded in the medical record)
4. RACE 5. ZIP CODE
ETHNICITY RACE
1 Hispanic 1 White 4 Asian/Pacific
2 Non-Hispanic 2 Black Islander
3 Unknown 3 Native American/ 5 Other
Eskimo/Aleut 6 Unknown
6. ADMISSION DATE 9. DISCHARGE DATE 16. TOTAL CHARGES
Month Day Year (4 - Digit) Month Day Year (4 - Digit) (Report whole dollars only, right justified)
7. SOURCE OF ADMISSION 8. TYPE OF ADMISSION
SITE LICENSURE OF SITE ROUTE
1 Home 6 Other Inpatient 1 This Hospital 1 Your ER 1 Scheduled
2 Residential Hospital Care 2 Another 2 Not Your ER 2 Unscheduled
Care Facility 7 Newborn Hospital (or no ER) 3 Infant, under 24 hrs old
3 Ambulatory 8 Prison/Jail 3 Nota 4 Unknown
Surgery 9 Other Hospital
4 SN/IC

PAYER CATEGORY
01 Medicare

02 Medi-Cal

03 Private Coverage
04 Workers'

Compensation

15. EXPECTED SOURCE OF PAYMENT

06 Other Government
07 Other Indigent

08 Self Pay

09 Other Payer

05 County Indigent Programs

TYPE OF COVERAGE
1 Managed Care -

Knox - Keene/

MCOHS

2 Managed Care - Other

3 Traditional Coverage

NAME OF PLAN

(0001 - 9999 Plan Number)

01 Routine (Home)
Within This Hospital
02 Acute Care

03 Other Care

04 SN/IC

To Another Hospital
05 Acute Care

14. DISPOSITION OF PATIENT

07 SN/IC

08 Residential Care Facility

09 Prison/Jail

10 Against Medical Advice

11 Died

12 Home Health Service

13 Other

06 Other Care (Not SN/IC)

21. PREHOSPITAL CARE AND

RESUSCITATION

DNR order written at the time of or

within the first 24 hrs of admission

Y = Yes

N = No

E - CODES

18. PRINCIPAL E

19. OTHER E
E
E
E

OSHPD 1370

Be sure page 2 is copied on the reverse side!

Revised 3/99




OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT Page 2 of 2
PATIENT DISCHARGE DATA PROGRAM
SUPPLEMENTAL REPORTING PAGE
For use with discharges on or after January 1, 2000
10. PRINCIPAL DIAGNOSIS 10a. PRESENT AT 12. PRINCIPAL PROCEDURE
ADMISSION
CODE CODE DATE
Y = Yes
N = No
U = Uncertain Month Day Year (4 - Digit)
11. OTHER DIAGNOSES 11a. PRESENT AT 13. OTHER PROCEDURES
ADMISSION
a. a. Y = Yes a. a.
N = No
b. b. U = Uncertain b. b.
C. C C. C
d. d d. d
e. e e. e
f. f f. f
g. g g. g
h. h h. h
i i i i
j- i j- i
K. K K. K
1. I 1. I
m. m m. m
n. n n. n
0. o] 0. o]
p. p p. p
q. q q. q
r. r r. r
S. S S. S
t. t t. t
Month Day Year (4 - Digit)
u. u.
V. V.
Ww. Ww.
X. X.
OSHPD 1370 Be sure page 1is copied on the reverse side! Revised 3/99




OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT OSHPD Use Only
PATIENT DISCHARGE DATA PM Date:
Batch:

INDIVIDUAL HOSPITAL TRANSMITTAL FORM Agent:
Hospita Name:
Hospitd Identification Number:
Report Period From: to
Tota Number of Records:

MAGNETIC TAPE DISKETTE
() 9track, 1,600 BPI () 9track, 6,250 BPI () 5% Diskette
() 1BM Standard Labels () Unlabded () 3% Diskette
( ) EBCDIC () ASCII () CD-ROM
() IBM 3480 Compatible Cartridge Filename:
BLOCK SIZE:

CERTIFICATION

(Name of Individual)
That | am an officia of

(Name of Hospital)

, certify under pendty of perjury asfollows:
and am duly authorized to sign

this certification; and that, to the extent of my knowledge and information, the accompanying discharge

abstract data records are true and correct, and that the definitions of the data elements required by

Subdivison (g) of Section 128735 of the Hedth and Safety Code, as st forth in the Cdlifornia Code of

Regulations, have been followed by this hospitd.

Dated: By:
(Signature)
Hospitd: Name:
o (Please Print)
Address: Title
Phone:

OSHPD 1370.1

Rev: 12/10/98



OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT OSHPD Use Only

PATIENT DISCHARGE DATA PM Date:
Batch:
AGENT'STRANSMITTAL FORM Agent:
Agent's Name:
Contact Person: Title
Address:
Phone No: ( ) Ext:
MAGNETIC TAPE DISKETTE
() 9track, 1,600 BPI () 9track, 6,250 BPI () 5Y4' Diskette
() I1BM Standard Labels () Unlabded () 3% Dikette
( ) EBCDIC () AsCII () CD-ROM
() IBM 3480 Compatible Cartridge Flename
BLOCK SIZE:
HOSP REPORT REPORT TOTAL
IDENT PERIOD PERIOD NO OF
HOSPITAL NAME NO BEGINNING ENDING RECORDS

1.

2.

3.

4,

5.

6.

7.

8.

0.
10.
11.
12.
13.

OSHPD 1370.2

Rev: 12/10/98




OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT
PATIENT DISCHARGE DATA

DISCHARGE DATA CERTIFICATION FORM

[, , certify under penalty of perjury asfollows:
(Name of Individual)

That | am an officia of and am duly authorized to
(Name of Hospital)

sgn this certification; and that, to the extent of my knowledge and information, the discharge abstract

data records submitted to for the period
(Name of My Hospital's Designated Agent)

from to are trueand correct, and that the definitions
(Starting Date) (Ending Date)

of the data elements required by Subdivison (g) of Section 128735 of the Hedth and Safety Code, as

st forth in the Cdifornia Code of Regulations, have been followed by this hospitdl.

Dated:

(Name of Hospital)
Hospitd Identification No:

Name:
(Signature)
Name:
(Please Print)
Title
Address;
Phone:

OSHPD 1370.3 Rev: 12/10/98



To:

10.

11.

13.

DISCHARGE DATA DISCLOSURE REPORTING
EXTENSION REQUEST

Office of Statewide Health Planning and Devel opment Date:

Hedthcare Information Division
818 K Street, Room 100
Sacramento, CA 95814

(916) 323-7679

Fax No. (916) 322-9555

Fax No. (916) 327-1262

ATTN: Patient Discharge Data Section

Hospital Name (DBA):

Address:

Mailing Address (if different):

Hospita Identification Number:

Report Period Beginning Date:

Report Period Ending Date:

Designated Agent (if applicable):

Number of Days of Extension Request:

Justification: (Include actions taken to produce the data by the required deadline, and factors that prevent submission of

the data by the deadline, and actions to be taken and the time needed to accommodate them):

Person Requesting Extension (print):

Signature:

Title

Phone:

DD1805 (Rev 1/26/00)
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